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PRE-OPERATIVE PREPARA- 
TION AND POSTOPERA- 
TIVE CARE 


E. C. MOORE, M. D. 
Los Angeles, California 


(Read before the Forty-Third Annual Meeting 
of the Arizona State Medical Association, held at 
Prescott, June 7-9, 1934.) 


PRE-OPERATIVE PREPARATION 

The standardization of our present-day sur- 
gical technic is the result of a careful study 
of end results. Such men as the Mayos, Judd, 
Crile, Coffey, Lahey. and Lynch, have con- 
tributed their part to the success of surgery 
by simplifying elaborate procedures. This 
undoubtedly has decreased surgical mortality, 
which is still too high; but there are other 
means whereby the safety of the patients re- 
quiring surgery may be further assured, such 
as proper preparation of the patient before 
operation. 

In order to protect the vital functions of 
life, we must know what injury has been sus- 
tained from the surgical ailment involved, as 
well as the damage from other diseases. Com- 
plete history and physical examination are 
keystones to surgical safety. The presence of 
oral sepsis may give rise to postoperative pa- 
rotitis; cardiospasm and pylorospasm will 
often result in troublesome nausea, vomiting, 
and gastric dilation. Colitis, constipation, 
hemorrhoids, and fissures, all contribute add- 
ed discomforts following operation. 

The examination of the cardiovascular sys- 
tem should include, not only the physica} 
signs as revealed by inspection, palpation, per- 
cussion, and auscultation, but also the study 
of functional capacity as revealed by the x-ray 
and the electrocardiograph. 

Operations on anemic or cachectic indivi- 


duals are preceded by blood transfusions. 
These not only fortify, by actual addition to 
the blood volume, but, in some instances of 
increased bleeding and clotting time, will elim- 
inate another danger of hemorrhage. 

In known bleeders pre-operative adminis- 
tration of calcium or intramuscular injection 
of sodium citrate solution shortly before the 
surgery, may attain the same end. 

While syphilis does not contra-indicate sur- 
gery, it should be treated before an elective 
operative procedure is instituted. 

The kidney-function test and non-protein- 
nitrogen estimation, in addition to complete 
urinalysis, will indicate renal reserve. Dia- 
betes is not infrequently discovered by routine 
observations of patients under study for ob- 
vious surgical conditions. 

The obese individual should be placed on a 
reducing diet, but this must contain the pro- 
tective foods to avoid calcium depletion and 
avitaminosis. 

While the above analysis may be sufficient 
to assure the surgeon that the average patient 
is a good. risk, certain conditions call for a 
more extensive pre-operative preparation. In 
toxic disease of the thyroid gland, repeated 
observations of the basal metabolic rate, the 
administration of iodine as Lugol’s solution, 
together with adequate sedative treatment, 
carried out under absolute bed rest, have 
yielded gratifying results both in lessened 
mortality and smoother convalescence. 

When extensive gastric resections or gastro- 
enterostomies are contemplated, the surgery 
is preceded by greatly increased fluid intake, 
perferably carbohydrate in character. This is 
accomplished, not only per oram, when pos- 
sible, but by transfusion of whole blood, or by 
intravenous administration of glucose solu- 
tion. 

Gallbladder surgery has been considered an 
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emergency, when in reality few conditions of 
this organ require immediate laparotomy. 

Of the intra-abdominal emergencies carry- 
ing a high mortality, where the essentials of 
proper pre-operative safeguards are neglected, 
surgery on the biliary tract stands almost at 
the head of the list. 

The jaundiced patient requires glucose, 
fluid volume increase, and rest, in order to 
combat toxemia incident to diminished liver 
function, and actual parenchymatous destruc- 
tion. 

One need hardly mention the value of the 
flat x-ray film in early diagnosis of intestinal 
obstructions. In the colon the thin barium 
enema followed by air insufflation enables 
the roentgenologist to diagnose hitherto un- 
suspected lesions of the lower bowel. The 
routine use of x-ray examination in so-called 
chronic appendicitis has often shown a diver- 
ticulosis or diverticulitis undoubtedly more 
productive of symptoms than the appendix. 

It is encouraging to observe the hospital 
preparation of the patients for surgery, as 
compared to former years. There has devel- 
oped a better understanding and a keener 
appreciation of the dangers of dehydration 
acidosis and alkalosis. The surgeon has con- 
sulted the physiological chemist and the in- 
ternist, and his results are improving. 

There is also a trend to reduce to a mini- 
mum the indications for emergency operations. 
The acute appendix and the ruptured viscus 
stand alone in the long list of lesions previ- 
ously thought to indicate immediate laparo- 
tomy. 

In partial intestinal obstruction, due to in- 
flammation or growths, the fecal current is 
being sidetracked past the involved area, to 
allow for recuperation from the primary jn- 
sult of toxic absorption. Two-stage and three- 
stage operations on the obstructed alimentary 
tube are replacing the extensive primary re- 
sections formerly performed. This is doing 
today for intestinal surgery what the two-stage 
prostatectomy has done for urology. 

Ligation of the thyroid arteries to make 
possible a later thyroidectomy, and preliminary 
colostomy in carcinoma of the rectum, are 
further examples of conservatism in surgery. 

POSTOPERATIVE CARE 

The postoperative care of the patient should 

not be relegated to those inexperienced in the 
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complications of surgery. Certain routine 
orders are essential to make up the framework 
of postoperative treatment. However, the in- 
dividual patient requires individual treatment. 

For the past three years we have used car- 
bon-dioxide therapy following inhalation and 
spinal anesthesia. The patient takes eight or 
ten inhalations until deep breathing is evident. 
This is repeated every four hours for the first 
two days, thus ventilating the lower portion 
of the lungs which ordinarily are potential 
sites of hypostatic congestion. Our respiratory 
complications in the last 500 laparotomies have 
been less than 3 per cent, where formerly 
they were as much as 25 per cent. 

All patients are given tap water by con- 
tinuous proctolysis for the first 48 hours, 
Where the individual does not absorb at least 
2000 cc. in the first 24 hours, a hypodermocly- 
sis of 1000 cc. of normal saline is given the 
morning following operation. The urine is 
examined for acetone and diacetic acid the 
first three days postoperative. If acetone 
bodies appear in the urine 1000 cc. or more of 
10 per cent glucose in Ringer’s solution is 
given. This is repeated as indicated. 

As soon as nausea has subsided, the patient 
is allowed warm tap water. Tea and broth 
are given the second 24 hours. However, if 
nausea or vomiting should ensue, all fluids by 
mouth are stopped and allowance is made for 
the reduced intake by rectal and intravenous 
administration. Dehydration and _ acidosis 
should be guarded against, postoperatively as 
well as pre-operatively. Soft diet in small 
amounts may be given on the third day but 
only when evidence of acidosis, nausea, and 
epigastric distention, are absent. 

Morphine, or one of its derivatives, is given 
up to a grain in the first 24 hours, in one-quar- 
ter or one-sixth grain hypodermic doses. More 
than two or three one-sixth grain tablets are 
seldom necessary during the second twenty- 
four hours. It is most essential that the pa- 
tient is relieved of pain and apprehension dur- | 
ing the first two days. The fear of intestinal 
paralysis as the result of morphine is hardly 
warranted in the light of the work of Wagen- 
stein and others. Luminal, after forty-eight 
hours, in one-half to one-grain doees can be 
relied upon to control restlessness and distress. 
For sleep a larger dose of a grain or a grain 
and a half is used. 
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Cathartics are given, on the third post- 
operative day, omitting from the count the day 
of the actual surgery. This treatment con- 
sists, as a rule, of castor oil in adequate dos- 
age. The exception to this rule is surgery on 
the biliary tract where the laxative is not 
given before the fifth day. The rectal tube is 
used from the start and enemata are given 
after 48 hours. If upper intestinal distention 
from gas is troublesome, we have frequently 
given peristaltin, a glucoside of cascara, in one 
or two ampule doses intramuscularly. This 
may be repeated in three or four hours and 
helps to reestablish the peristaltic gradient be- 
fore an orally administrated jphysic is tol- 
erated. 

In general, postoperative distention of 
stomach, intestines, and urinary bladder pro- 
duces many of the untoward symptoms. 

Thrombophlebitis, too, sometimes adds its 
distress to convalescence. We have been en- 
couraged in limiting its extent and hastening 
its resolution by the use intravenously of one 
grain of sodium thiosulphate daily for three 
days and repeated after a day or two interval. 
Distention of the stomach during the first 


three days is frequent and must be recognized 


and remedied promptly. The Levine tube is 
passed through the nostril to drain the stom- 
ach, and may be left in place two to four days. 


Connected to a Connell or other suction de-. 


vice, it allows of drainage or lavage. Fluids 
or medicine may be administered through it 
or the patient may swallow them alongside 
the tube. 

Because of the frequence of gastric dilata- 
tion following gallbladder and gastric opera- 
tion, we resort routinely to this procedure in 
such cases as soon as the patient reacts from 
the anesthetic. 

It seems evident that keeping the stomach 
empty prevents ileus of the upper intestine as 
well. Most intestinal paresis is mechanical 
and persistent abdominal distention with an 
empty stomach warrants investigation of the 
cause. Paralytic ileus may be distinguished 
from mechanical by administration of intra- 
venous hypertonic saline solution or by spinal 
anesthesia, either of which will relieve the 
former but not the latter. The flat x-ray 
film assists materially in the diagnosis by 
showing the presence of gas in the small in- 
testine in the case of obstruction. This valu- 
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able aid often allows early diagnosis and sur- 
gical relief. 

The care of the urinary bladder requires 
routine catheterization every eight to twelve 
hours, using a glass catheter for females, pro- 
vided the patient cannot void. Voiding of 
small amounts frequently calls for catheter- 
ization. This may demonstrate a distended 
bladder with the overflow of small amounts. 
Post urinary catheterizations will soon reduce 
the volume of residual urine. 

Pyelitis and cystitis may be minimized by 
prophylactic administration of urinary anti- 
septics, such as serenium or ambazin. When 
established, these complications have yielded 
to a ketogenic diet, which establishes a high 
acidity, with daily intravenous administration 
of methenamine. We use one ampule of uri- 
tone equivalent to 31 grains of the drug. 

The uninfected operative wound is dressed 
the day following the surgery and again on 
the third day, when any suspicious areas are 
probed for serum retention. 

Clips are removed on the fifth or sixth day 
and deep retention sutures on the tenth. 


Ordinarily laparotomies are allowed out of 
bed on the eleventh and home by the four- 
teenth post-operative day, if temperature and 
pulse are normal. Bed posture, except for 
hernias and perineorrhaphies, is a Fowler posi- 
tion with slightly flexed knees. The patient 
is turned frequently, and, when able, is en- 
couraged to move about in bed. 

SUMMARY 

1. In addition to operative skill, successful 
surgery depends on proper preparation of the 
patient and adequate postoperative care. 

2. A careful analysis of symptoms and phy- 
sical findings often reveals pathology remote 
from the surgical problem. Failure to re- 
cognize such other pathology may increase 
complications as well as mortality. 

3. Fewer emergency operations on elective 
surgical conditions will reduce mortality. 

4. We have recently studied 1700 laparo- 
tomies, performed in our Clinic, consisting of 
300 gallbladder operations, over 600 hyster- 
ectomies and 800 appendectomies. There has 
been a gradual reduction of mortality and 
morbidity because the patients are better pre- 
pared before and better treated after their 


surgery: 
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PATHOLOGY OF PULMONARY 
TUBERCULOSIS, ITS RELA- 
TION TO CLINICAL MAN- 
IFESTATIONS, COURSE 
AND THERAPEU- 
TICS 


F. T. FAHLEN, M. D., F. A. C. P. 
Phoenix, Arizona 


(Read before the Maricopa County Medical So- 
_ciety, at Phoenix, Arizona.) 


The terminology of many types of this dis- 
ease is confused, divergent interpretations of 
essentially identical processes are not yet rec- 
onciled; which probably in part account for a 
lagging tendency to accept the more modern 
and simpler conceptions of cellular reaction to 
the invasion of the tubercle bacillus. 

The probable or indicated course which such 
pathological reactions may take, constitutes 
the basis of the clinical judgment, and indi- 
cates the therapeutic aid required. 

Some degree of orderly conception of these 
processes is desirable and their association 
with the clinical manifestations is necessary in 
order to avoid confusion. 

In this somewhat academic resumé, some of 
the more salient points will be reviewed; 
namely: tuberculous invasion, path of entry, 
primary focus, location, cellular reaction 
thereto, evolution, and course of further inva- 
sion. Also there will be simpler classification 
of these processes into two main pathological 
and clinical types, description of the histopath- 
ology, and the difference of each, and, final- 
‘ly, the clinical application of the above facts. 

This subject in its chronological order, leads, 
first, to a discussion of the path of invasion in 
primary pulmonary tuberculosis. While the 
hematogenous primary deposit of tubercle 
bacilli in virgin tissue undoubtedly occurs, 
there is little pathological evidence to support 
this view in any large number of cases. This 
is likewise true of the lymphogenous deposit 
at the primary site of invasion. 

On the other hand, there is much evidence 
to substantiate its bronchial or pneumonic or- 
igin. 

The primary invasion of lung tissue, such 
as would be seen in previously uninfected 
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children or adolescents, by tuberculous im- 
plantation, has been demonstrated as being in 
the bronchial tree near the pleura, and not, as 
formerly taught, at the apex, but below it. 
This process is rapidly transmitted along and 
by the wide-open lymphatic channels to the 
tracheobronchial lymph nodes. In these glands 
occur rapid pathological changes, to be men- 
tioned later. 

Evidence of the primary nature of early re- 
actions to tuberculous invasion, is not lacking. 
The characteristic picture of such a primary 
focus seems to be that it is an area of bron- 
chopneumonic exudation which, even though 
it may undergo resorption or retrograde chang- 
es, still leaves the essential lung structure un- 
changed. It differs in this quite materially 
from the productive type of reaction, as will 
be described later. 

The lymph nodes draining this primary area 
show also a typical reaction in that they cas- 
eate early and completely, with a well-defined 
capsule; this again differs from the productive 
or secondary types, which are slower in their 
reaction, show more fibrosing, with more tu- 
bercle formation, especially in the periphery. 
In these lymph nodes there is also the dis- 
tinguishing feature that the essential lymph- 
node structure and reticulum are not much 
changed in the primary or exudate lesion; 
while, in the secondary types, there occurs 
marked vellular proliferation, with actual de- 
struction of the reticulum and lymph tissue by 
hyaline degeneration and necrosis. 

“The lung is very abundantly provided with 
intra-lobular, interlobular, peribronchial, cir- 
cumvascular, and subpleural lymphatics, 
whose trunks communicate with the peribron- 
chial lymph glands, and, often enough, tuber- 
cles make their appearance along the course 
of all the channels.” (Ziegler.) 

The selectivity of the tubercle bacillus for 
lymphoid tissue, its marked activity in these 
tissues, its extension along and by way of 
these lymph channels, and again its renewed 
activity in the lymphatic glands, especially in 
pulmonary tuberculosis, are all factors to be 
definitely remembered in this field of work. 
The primary bronchiogenetic area involved 
may resolve, heal, and leave no clinical trace 
of its existence, especially in children and ado- 
lescents, despite the fact that the process may 
have already passed on and invaded the 
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lymphatic system, where it may remain active. 

It has been held demonstrable (Pinner) 
that when the tracheobronchial glands show 
tuberculous lesions, an actual lung lesion can 
be found in the region which these lymphatics 
drain. 

Ghon (Pinner) states that the “lymph nodes 
frequently show active disease regardless of 
the anatomical condition of the primary fo- 
cus.” 

The essential characteristics of the cellular 
reaction to primary tuberculous invasion, are 
those of “primary infection and of primary in- 
fection only.” (Pinner.) 

Quite contrary to the interpretation and 
teachings of the earlier investigators, the usual 
locale of the primary focus is, as stated, not in 
the apex, as they thought, but almost sub- 
pleural and said to begin as a bronchiolitis 
just at the juncture with the alveoli. In other 
words, contrary to earlier teachings, the poor- 
ly aerated apex is not the seat of primary fo- 
cal infection, which is really below the apex, 
in the best aerated portion of the lung, prob- 
ably considerably lower than two centimeters 
below the peak of the apex, as has been stat- 
ed. 

Quoting Ziegler: “In adults” (that is, pre- 
viously infected, therefore not primary types) 
“the primary foci of pneumotogenous tubercu- 
losis are situated at the apex. In children 
(that is, not previously affected) no particu- 
lar part of the lung is more likely than others 
to be affected.” 

In other words, more recent investigations 
have shown that the so-called primary apical 
involvement is actually a secondary focus, and 
a quite well-advanced one at that, with a pos- 
sibility that the original primary reaction is 
long since resorbed, healed, and “even sterile.” 
(Opie.) 

“The foci sometimes, and this more especial- 
ly in children, have the appearance of ill- 
defined patches of bronchopneumonia” (that 
is, the exudative type) “with cellular exuda- 
tion that presently becomes caseous; in other 
cases, chiefly among adults, the foci take the 
form of rounded, fairly well-defined nodes 
with a caseous center. In the course of time 
these nodes may become more or less com- 
pletely encapsulated by proliferous growth of 
fibrous tissue around them. 

“Moreover, frequently, however, when no 
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such encapsulation takes place by the forma- 
tion of fibrous tissue, the process of cellular 
multiplication and infiltration continues to 
extend from the peripheral parts of the pri- 
mary node along the contiguous interalveolar 
septa. 

“Fresh tubercles develop in the immediate 
vicinity of the primary node, as well as in the 
lymphatics, plainly showing that the tubercle 
bacilli spread by way of the lymph channels. 

“In children, the process usually advances 
rapidly, the primary tuberculous focus soon 
undergoing caseous degeneration, while tu- 
bercles appear along the course of the various 
lymph channels. The bronchial glands are 
nearly always attacked at an early stage and 
become caseous, as soon as a primary lesion.” 

Old caseous foci may rupture into the bron- 
chi and, by aspiration, cause small or wide- 
spread dissem'nation of the tuberculous pro- 
cess. Sudden, acute exacerbations have, after 
violent physical exertion, been known to start 
from latent foci in this manner. 

Large areas of infiltration, “diffuse and ill 
defined,” directly due to massive or virulent 
types of bacilli, may result from such methods 
of dissemination. 

“The course of such secondary broncho- 
pneumonia is generally as follows: An exuda- 
tion abounding in cells is pressed out and the 
irritated tissue becomes proliferous and speed- 
ily caseates.” 

“The lung tissue around the nodule is the 
seat of an exudative inflammation, whose in- 
tensity naturally differs in different cases. As 
a rule, the neighboring alveoli contain first 
extravasated liquid and leukocytes, desquam- 
ated epithelium, and often fibrin; the alveolar 
septa are partially infiltrated with small round 
cells of the exudation type.” 

Stengel: “More commonly, tubercle bacilli 
are inhaled in a state of extreme dissemina- 
tion and are not arrested until they reach the 
point of division of the terminal bronchiole 
into the alveolar passages.” In other words. 
the first manifestaiton is a bronchiolitis at the 
atrium of the alvelous. Probably as a conse- 
quence of this bronchiolitis, there results an 
atelectasis of the alveoli beyond the area of 
involvement. Following this, due to a change 
in the pressure, there is an exudate thrown 
out into this atelectatic area, which accounts 
for the physical signs to some extent found in 
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these 'esions, and also is a possible cause of 
the fan-shaped areas which are found upon 
fluoroscopy and x-ray. However, such chang- 
es are obviously secondary to the primary in- 
vasion of the bronciole. 

The course of these processes is quite dif- 
ferent, therefore their clinical recognition is 
important, since therapeutic indications are 
obviously based upon the implied further 
pathological activities. 

A case of an adolescent or child with the 
exudative type of lesion predominating is one 
thing, while that of an older person in whom 
the productive fibrous type predominates is 
quite another, the former necessitating almost 
invariably quick surgical interference. 

In cases showing mixed lesions, exudative 
and productive, it is important to work out 
whether the former is the type of extending 
lesion, or the latter. The trend of the case de- 
pends largely upon this factor. 

As previously stated, the exudative type 
may be vicious in the rapidity of its invasion, 
destruction and excavation—that is, a malig- 
nant type of tuberculosis; or, in its ability to 
resorb and resolve, it may be the most kindly 
type of tuberculosis with which we have to 
do. In either case, it can be dramatic in its 
clinical manifestations. 

The question as to allergic individual reac- 
tion of patients or the degree of tolerance of 
any given individual to tuberculosis toxemia, 
is a big one, and its answer probably points 
the course which the cellular response will 
take to a tuberculous invasion. 

One fact may always be depended upon: 
that if we find a pulmonary lesion, by any 
means or method of examination, there is al- 
ways a far greater area affected, as considered 
from the pathologist’s view, although this may 
not be clinically demonstrable. 

Throughout the literature of many years, 
pathologists, as stated, have described, in the 
main, two types of tuberculous lesions—first, 
the exudative; second, the productive—essen- 
tially different cellular reactions with distinct- 
ly different chronological occurrence, exuda- 
tive and cellular arrangement and evolution. 
Both may, and often do, exist coincidentaily 
in the same individual, giving a complex pic- 
ture. Therefore it is necessary to remember 
that no one type of pathological process al- 
ways continues uniformly, as such. Other 
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types may co-exist and give an endless vari- 
ety, not alone of the histopathology present. 
but also the clinical manifestation thereof. In- 
cidentally, should be added the fact that there 
are greatly varying individual allergic and im- 
mune reactions to further modify the tissue 
changes taking place. 

Furthermore, the exudative may be follow- 
ed by the productive type, and the productive 
type may extend by the exudative process, 
but cannot be replaced by it. While recogniz- 
ing the morphology of both types, the earlier 
pathologists failed to place the proper inter- 
pertation or clinical significance to them; 
especially was this true of the exudative type. 
Apparently this gap between pathological 
knowledge and clinical interpretation was not 
bridged until worked out by the clinicians, 
roentgenologists and phthisiopathologists, more 
recently. 

THE COURSE IN THE EXUDATIVE TYPE 

OF LESION 

This may be described as similar to a pneu- 
monia or edema, infiltrating or “pressed” in- 
to the tissues of the lung—particularly the 
reticular structure and alveoli, or air spaces— 
the exudate consisting of serum (plasma) and 
cells. 

“The exudative lesion is essentially not new 
tissue but an exudate.” The lung parenchyma, 
elastic fibers, vessels and bronchi are not 
disturbed, that is, destroyed; in other words, 
this tissue is not neoplastic, so to speak, in 
that it does not replace lung parenchyma. The 
cells consist of granulation epitheloid, lymph 
and leukocytic cells, usually with no giant 
cells, and it is these cells and not the lung 
structure. which liquefy and may be resorbed 
or caseate. 

In the product:ve type there develops what 
might be compared to a nonplastic, true iis- 
sue growth, consisting of lymphocytes, epi- 
theloid cells, leukocytes, and giant cells, which 
destroy and rep‘ace all types of parenchyma- 
tous and interstitial lung structure, leaving 
no elastic tissue fibers in the area of necrosis. 
In other words, it is, in every phase, a destruc- 
tive invasion of contiguous tissue “often hait- 
ed only by the product of its own activity, that 
is, the fibrosis of its primary granulation cells, 
in capsulation.” 

“In the experimental primary infection by 
intratracheal methods, the air spaces have been 
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found filled with exudates, the alveolar walls 
infiltrated w:th fluid; there are no giant cells, 
no granulation tissue—in brief, no sign of pro- 
ductive inflammation.” 

The course (evolution)) of these two types 
of lesion may be described as follows: 

(1) The exudative lesions (a) may resorb 
or resolve, similar to a pneumonic process; 
(b) they may caseate, then encapsulate, inspis- 
sate, and calcify; or, from caseation, they may 
rapidly cavitate; (c) short of cavitation, there 
may be no loss of structural identity in the 
lung parenchyma, in this type of lesion. 

(2) Productive lesions. (a) Resorption 
is questioned, even said never to occur, thus 
differing radically from the exudative type of 
lesion; (b) they may encapsulate, fibrose, un- 
dergo hyaline degeneration and then calcify; 
(c) they may caseate, inspissate, encapsulate 
and calcify; (d) following caseation, the case- 
ous mass may liquify and then excavate. 

The difference, then, between tthese two 
may be outlined as follows, according to 
Aschoff’s classification: 


EXUDATIVE 


(1) May resorb. 

(2) Primary or marked fibrosis lacking; the cap- 
sule is narrow and ill-defined. 
Dces not destroy parenchyma, even in necro- 
sis, the newly formed granulation cells only 
being destroyed. 
Encapsulates or liquefies rapidly (caseates). 
Acute ulcerative type, or sequestrating. 


PRODUCTIVE 


Does not resorb. 
Tendency to marked fibrous changes, espe- 
cially in encapsulation, even though future 
extension capsule may break through. 
Destroys parenchyma, intra-alveolar septa, 
ete. 
Indurates more slowly, or caseates with cel- 
lular proliferation. 

(5) Chronic ulcerating and chronic cavernosing. 


In no sphere of clinical work is a clear con- 
ception of the pathological course of tubercu- 
lous activity of more vital importance than in 
work among children. 

Until it is far more w'dely appreciated than 
now, and until the attitude of complacent ridi- 
cule of a large body of physicians to our well- 
founded apprehension of the morbidity of tu- 
berculosis in children changes, great harm is 
being done by failure to recognize tuberculo- 
sis in these early manifestations. 

Tuberculosis is w'despread in children. We 
might expect a positive von Pirquet in chil- 
dren at twelve years of age or under, yet dis- 


regard all manner of clinical evidence of 
actual active disease, and to a greater extent 
the ind'cated evidence of less tangible clinical 
form. Failure to find adequate pathology to 
explain a hypernormal temperature, asthenia, 
anemia and pallor, anorexia in sub-par chil- 
dren, should place the burden of diagnosis on 
proving an absence of tuberculosis, rather 
than its presence. The hilum glands, the peri- 
toneal and abdominal chain of lymphatics, 
should be under suspicion; the cervical, axil- 
lary, supraclavicular chains can be too ob- 
vious, if sought for, to need comment; the pul- 
monary lymphatic channels in children are 
known to be relatively large and more patent, 
consequently more adapted to rapid transmis- 
sion of tubercle bacilli and their products. 

Again, parenchymal lung lesions can be 
found far more frequently, when persistently 
looked for, than is supposed, in this type of 
patient. 

In so far as these changes may be slight and 
passing in character, physical signs may, too, 
be evanescent and found only on repeated ex- 
aminations; yet the invasion, or bronchio- 
genetic deposit may have passed from the or- 
iginal focus at the margin of the lung paren- 
chyma, leaving no trace there, into the lymph 
channels and seriously invade the hilum 
lymph nodes. This has been repeatedly con- 
firmed. 

For many years I have felt that the hemic 
and many puerile heart murmurs were due 
to pressure of the tracheobronchial lymph 
glands on the pu'monary veins. It has been 
demonstrated experimentally that very slight 
pressure on these veins produces similar 
sounds to those found in the puerile or hemic 
murmurs in humans. 

SUMMARY 

1. Pulmonary tuberculosis has pathologi- 
cally two main types, (a) exudative, and (b) 
productive. 

2. The exudative type is an infiltrating. 
edematous process, essentially not destruc- 
tive. 

3. This may act benignly and undergo re- 
sorption; or it may act malignantly and un- 
dergo rapid caseation and cavitation. It is the 
cellular reaction found in the primary inva- 
sion. 

4. The productive lesion is slower, more 
destructive (in that it replaces normal tissue), 
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cicatrizing, practically never capable of re- 
sorption. 

5. The primary lesions are sub-apical, near 
the pleura at the junction of the bronchiole 
with the alveolus, spreading rapidly into the 
lymphoid tissue along and by way of the 
lymphatic system into the tracheo-bronchial 
lymph glands, especially in children, where 
lymph channels are wide open. 

6. Apical lesions are secondary, even 
though the primary focus may have healed. 

7. Tuberculosis is very prevalent in chil- 
dren. They are quite resistant to actual pul- 
monary involvement, but the tracheo-bron- 
chial glands are often affected. 

8. The exudative types are clinically recog- 
nizable, demand constant and close observa- 
tion and, in all likelihood, early surgical in- 
terference. 





PROCTOSCOPY AS AN AID TO 
DIAGNOSIS 


W. R. HEWITT, M. D. 
The Tucson Clinic, Tucson, Arizona 


(Read before the Forty-Third Annual Meeting of 
the Arizona State Medical Association, held at 
Prescott, June 7-9, 1934.) 


Diverse pathological conditions of serious 
import occurring in the rectum and rectosig- 
moid demand a most complete investigative 
and diagnostic procedure by endoscopy. The 
comparative ease and smplicity with which 
such examination can be made, leaves no ex- 
cuse for the physician in failing to know the 
status of the lower bowel which he may be 
treating. Proctosigmoidoscopy gives such def- 
inite and conclusive information that its use is 
indispensable. Special training is not requir- 
ed- It is here proposed to relate briefly the 
method of examination and to bring out come 
of the diagnostic points readily obtained. 

The average patient who has been procto- 
scoped before, or who has heard of some other 
such unfortunate individual, is unnecessarily 
apprehensive. The examination can be done 
with little or no discomfort when properly 
carried out. In the presence of marked anal 
irritation or spasm from rectal fissure, ulcer, 
thrombotic hemorrhoid, or of stricture of the 
anorectal region, it should not be attempted 
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w:-thout regional anesthesia, local infiltration, 
or painting the fissure or ulcer with 10 per 
cent cocaine solution. Because of the danger 
of perforation, general anesthesia should never 
be used during proctosigmoidoscopy when 
bowel pathology is present. However, it is 
permissible with the anoscope. Several per- 
forations have been reported and have usual- 
ly occurred when general anesthesia had been 
induced. A cough or a struggle may produce 
disastrous results, because the great difficulty 
of locating the perforation by abdominal ap- 
proach makes fatal peritonitis the inevitable 
ending. 

The preparation of the patient is slight. 
Some proctologists prefer not to disturb the 
bowel by the previous use of cathartic or en- 
ema. In the main the most satisfactory meth- 
od seems to be the administration of a 1% 
pint to 1 qt. cleansing enema of saline or 
tap water, two to three hours prior to the in- 
spection. Giving the enema this length of time 
before, insures all the water being passed and 
at the same time allows the accumulation of 
material for examination. A great deal of care 
and consideration is necessary in handling the 
subject. Apprehensiveness is lessened by as- 
sistance and reassurance and avoiding undue 
exposure. An intelligent, courteous nurse 
should be constantly in assistance. Attention 
to these things facilitates completeness with 
which examination can be made. 

Of the various positions advocated, indi- 
vidual preference of examiner and ability of 
the patient to assume, decides which is to be 
used. Other things being equal, the inverted 
position with proper support is the most sat- 
isfactory, because it allows the intestines to 
drop away from the pelvis. The knee-chest, or 
knee-elbow position is the next best. Right 
and left lateral positions are comfortable and 
must be used when the infirmity of the pa- 
tient demands. With the latter position, a com- 
plete visualization of the rectum is difficult 
and not always possible. The inverted and 
knee-chest positions have the further advant- 
age of preventing fluid and secretions from 
running out the scope. The amount of air in- 
flation required in the inverted and knee- 
chest positions is less, due to the negative 
pressure produced in the bowel. Since air 
pressure is the main source of discomfort, as 


little as possible should be used and the bowel 
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should be allowed to empty of air before the 
instrument is removed. 

It is usually desirable to use a short ano- 
scope before the longer 25 cm., or in some 
cases 35 cm., tube is used. - The apparatus 
should be well illuminated and equipped with 
bulb attachment for inflation and with mag- 
nification. Digital examination is done first to 
determine the tonus of the sphincter and any 
pathology within reach of the examining fin- 
ger. This is a necessity because it is frequent- 
ly difficult to visualize the rectal ampulla in 
the hollow of the sacrum. Insertion of the 
scope is done first in the direction of the um- 
bilicus and then posteriorly on passing the 
sphincter. It is unwise to insert more than 3 
to 4 cm. before removing the obturator and 
proceeding by direction of vision. It is desir- 
able now to proceed slowly cephalad, follow- 
ing the course of the bowel, and inspecting 
every segment, particularly posteriorly low 
down, which part is not often visualized. Ex- 
amining as the scope is advanced obviates the 
confusion of traumatic bleeding with real path- 
ology. Swabs and spoons are used to obtain 
material for examination and culture. 

Force should never be used in proctosig- 
moidoscopy. Variation in mobility and curves 
of the bowel is notable and fixation is usually 
quite marked at the rectosigmoid juncture. 
Perforation may occur without severe pain, 
and pain then is not a safe index as to whetb- 
er damage is being done or not. 

The multiplicity of lesions to be encounter. 
ed varies from hemorrhoids to far advanced 
malignancy. Negative findings are of ines- 
timable value and the examiner should ac- 
quaint himself with the appearance of the 
bowel and its mucous membrane when it is 
normal. 

The frequency with which rectal discomfort 
and rectal bleeding from malignancy is self- 
treated, or taken care of by charlatans, or by 
well-trained physicians as innocuous hemor- 
rhoids, is appalling. Hurst’ states: “I have seen 
numerous cases which had been treated for 
months as colitis, in which the sigmoidoscope 
revealed the presence of a new growth.” Car- 
cinoma’ of the rectum occurs as 4.3 per cent 
of all carcinoma in the female, and as 7.5 per 
cent of all in the male. There is great dispar- 
ity of opinion in the literature regarding the 
location of growth in the rectum or sigmoid. 


Accepting’ the reflection of the peritoneum as 
the dividing line between sigmoid and rectum, 
and considering one inch to each side as the 
rectosigmoid juncture, 100 cases analyzed at 
the Mayo Clinic were as follows: sixty-nine 
rectosigmoid juncture, twenty-nine in rectum 
proper, and two in the anal canal. These fig- 
ures also teach that,.although important, dig- 
ital examination is not conclusive. Lahey*, in 
154 consecutive cases of carcinoma of the col- 
on, found the percentage of distribution to be: 
cecum 9.03, ascending colon 3.2, hepatic flex- 
ure 3.2, transverse colon 3.8, splenic flexure 
2.5, descending colon 5.1, sigmoid 13.5, rectum 
and rectosigmoid 58.7. In 88 per cent of the 
cases in rectum and rectosigmoid, the lesions 
were shown by proctosigmoidoscopy. Lahey 
makes a plea for more frequent fluoroscopy 
with barium enema. It might be said, how- 
ever, that fluoroscopy is not adequate to dis- 
prove malignancy of the lower colon. The dif- 
ficulty here of visualizing particularly the 
smaller lesions, because of overlapping of the 
segments and the inability to manipulate by 
palpation, must be recognized. 

Digital examination with a full sweep of the 
finger, fluoroscopy, and proctoscopy, insure 
precise information concerning any pathology 
present in the lower segments of the bowel. 
Further up in the colon it is legitimate to de- 
pend on x-ray. 

The appearance of carcinoma is so charac- 
teristic that it should rarely be confusing 
even to those who have had relatively little 
experience. Any single lesion, whether an ex- 
cavating ulcer or a proliferating mass, should 
be regarded with suspicion. A single lesion is 
almost pathognomonic of carcinoma, since al- 
most any other pathology will be accompanied 
by some inflammatory reaction. In carcinoma 
adjacent tissues appear remarkably normal. 
Questionable cases should be biopsied. With 
regard to surgery to follow, proctosigmoid- 
oscopy determines four factors of importance: 
(1) the site of the growth, (2) the size, (3) the 
amount of fixation, (4) the degree of obstruc- 
tion. 

Ulcerative disease of the lower bowel de- 
pends preponderantly on proctosigmoidoscopy 
for differentiation. It may be amebic, tubercu- 
lous, or chronic ulcerative colitis. Amebic ul- 
ceration of the rectum occurs by no means in 
a majority of cases of amebiasis, the cecum or 
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other segment of the colon being the much 
more frequent site. One-third of patients with 
active dysentery have rectal ulceration. Fre- 
quently when endameba histolytica cannot be 
found in the stool, they can be demonstrated in 
large numbers in scrapings from the ulcers. 

Amebic ulcers are discrete with compara- 
tively normal or mildly hyperemic mucosa 
between them. They are larger and deeper 
than those of chronic ulcerative colitis, with 
margins undermined and the ulcer itself cov- 
ered by a greyish white cap. They bleed eas- 
ily and in severe ulceration the characteristics 
of the ulcers cannot be discerned because of 
bleeding. The ulcers vary in size from 2 mm. 
to 3 or 4 cm. or larger, margins are irregular, 
with ragged overhanging edges. 

Bargen’® states that 95 per cent of chronic 
ulcerative cases begin in the rectum, and he 
classifies the course of the disease in four 
stages. The earliest changes are those of a 
diffusely inflammatory reaction in the mucous 
membrane, with no sharp line of demarcation 
between healthy and abnormal tissue. There 
are m‘nute ecchymotic areas. In the second 
stage, the mucous membrane appears diffuse- 
ly edematous, thick, boggy and red. Bleeding 
occurs very easily and ecchymosis is more 
marked. Following this, little yellowish gran- 
ular spots appear beneath the mucous mem- 
brane; these are miliary abscesses. In the 
fourth stage, the miliary abscesses have rup- 
tured through the mucous membrane and mil- 
iary ulcers are present. 

These four stages are seen only at the initia- 
tion of the disease. In old cases, or in cases 
where some healing has taken place, fibrous 
scars supplanting the mucous membrane, and 
larger irregular ulcers, are present. The pock- 
like scars are the most significant local find- 
ings at this time. As scarring has progressed, 
contraction of the bowel, tube-like with or 
without stricture, has resulted. Any difficulty 
of diagnosis at this stage is readily cleared up 
by x-ray examination, which shows the typi- 
cally smooth small-calibre colon. Polyposis 
and stricture, two of the most common com- 
plications, are surely detected by proctoscopy. 

The third type of ulceration which must be 
differentiated, is that from tuberculosis. It is 
uncommon in the rectum, because its inci- 
dence in the colon is inversely as the distance 
from the ileo-cecal valve. Kaufmann’ describes 
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tuberculous ulcers as follows: “(1) The edges 
are scalloped, irregular, undermined, and 
heaped upward. (2) They are usually at right 
angles to the long axis of the bowel, with a 
tendency to become annular corresponding to 
the lymph vessels. (3) Recent ulcers have 
diffusely caseous bases which may extend in- 
to the muscularis as far as the serosa. (4) 
Tubercles are frequently seen in the serosa 
over the ulcers as dark-grey vascular dots. 
Areas of uninvolved mucous membrane may 
be found extending into the ulcerated area. 
Tunnel-like extensions burrow under the mu- 
cous membrane.” 


The status of ulcerative processes in the 
bowel cannot be determined as treatment is 
being carried out by symptomatology alone. 
The symptoms of ulcerative colitis and dysen- 
tery, like those of peptic ulcer, disappear be- 
fore the ulcers. have healed. The great ad- 
vantage of being able to see the ulcers and 
know when they have healed is evident. By 
this means alone can disappointing relapses 
be prevented. It is no more justifiable tc 
treat “colitis” without first inspecting the 
mucous membrane with the protoscope than 
it is to treat a sore throat without looking at 
the pharynx. 


Other granulomatous diseases, as actinomy- 
cosis, syphilitic stricture or ulceration, non- 
speeific infective granuloma, and hyperplas- 
tic tuberculosis, are infrequently met with in 
the rectum. The latter offers considerable 
difficulty in the differentiation from carci- 
noma. General appearance is significant but 
biopsy should be done. Seemingly harmless 
but nevertheless potentially malignant adeno- 
mata are often discovered. 


The rectum, a frequent site of varied ail- 
ments, is a notoriously neglected part of the 
human anatomy, and often unnecessarily so. 
In view of this, it seems pertinent to remark 
that all available methods should be utilized 
in determining the exact status of disease of 
that organ. Proctosigmoidoscopy, an easily 
performed office procedure available to any 
general practitioner, is not done often enough 
considering the invaluable information it sup- 
plies. If one early carcinoma is discovered 
in one hundred negative examinations, ample 
recompense is provided the fortunate dis- 
coverer. 
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POSTPARTUM HEMORRHAGE 


R. K. SMITH, M. D., F. A. C. S. 
Tucson, Arizona 


Read before the Forty-Third Annual Meeting 
cf ‘he Arizona State Medical Association, held at 
Prese>‘t, June 7-9, 1934.) 


Postpartum hemorrhage is the most serious 
of obstetric emergencies, and by many obstet- 
ricians is considered a preventable accident. 
Although I do not agree with this opinion, I 
do recognize that there are certain preventive 
measures which should be taken. Of these, in- 
creasing the coagulability of the blood, pre- 
vention of atony in the uterus, and immediate 
repair of traumatism of the birth canal, prob- 
ably are the most important. 

Today, any consideration of the phenome- 
non of blood-coagulation immediately turns to 
the problems of calcium metabolism, so it may 
not be inappropriate to epitomize a paper by 
Stephen Szenteh’ in which he discusses “The 
Hemostatic Action of Calcium in Delivery and 
in the Puerperium.” Szenteh ascribes a de- 
crease in the dispersion of colloids and a thick- 
ening of the walls of the blood-vessels to the 
pharmacological effects of calcium, since it is 
a well-known fact that calcium deficiency re- 
duces the coagulability of blood and the ton- 
icity of involuntary muscle; administration of 
calcium restores these lost powers and so tends 
to prevent excess capillary exudation. Al- 
though the mechanism involved in these phe- 
nomena is not now known, this much is cer- 
tain: the presence of calcium is absolutely es- 
sential. Now, the disappearance of secondary 
hemorrhage at delivery, in case there is no 
traumatism, is due in part to complete throm- 
bosis; continued hemorrhage, to faulty throm- 
bus formation. Bleeding during the puerpe- 
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rium is almost sure to occur in those cases 
which are already suffering from thrombo- 
penia, hemorrhagic diatheses, scurvy, and 
some acute infections involving calcium defi- 
ciency; bleeding may occur during the puer- 
perium without apparent reason, but it should 
be recalled that the calcium content of the 
blood decreases at an increasing rate during 
pregnancy and may reach a low of 9.4 mg. per 
cent at its close. Experimental injection of 
calcium in three such cases produced an im- 
mediate cessation of puerperal hemorrhage. 
These facts suggest that predisposition to hem- 
orrhage may be due to a calcium deficiency, 
and that the condition may be altered. by the 
administration of calcium. during the puer- 
perium. 

Since the appearance of Szenteh’s report, -I 
have made a study of 314 obstetrical cases. In 
these cases symptomatic evidences of calcium 
deficiency, such as muscular weakness and 
nocturnal cramps in the legs, were sought. 
Every patient who exhibited positive symp- 
toms was advised to take 30 drops of viosterol 
once a day until the cramps ceased; three days 
usually sufficed. The dosage then was reduced 
to 20 drops, and was continued throughout 
pregnancy. Only one patient experienced .a 
postpartum hemorrhage, and this one failed tu 
take the viosterol. , 

Atony of the uterus, which is thought to be 
the most common cauce of hemorrhage, can 
be controlled to a certain extent by competent 
care during the third stage of labor, but, un- 
fortunately the causes of uterine atony,are so 
varied that no comprehensive rules govern- 
ing the situation can be laid down with safety. 
Hemorrhages due to exhaustion following pro- 
longed labors, can be controlled only by time- 
ly application of the forceps or by podalic ver- 
sion. The over-distended uterus in polyhy- 
dramnios and in twinning, should forewarn 
the physician of impending postpartum hem- 
orrhage, as also should a precipitated labor or 
too rapid manual extraction; delivery under a 
general anesthetic should never be consum- 
mated rapidly, and no attempt should be made 
to hasten explacentation until the patient has 
recovered from the anesthetic. A distended 
bladder, even, may produce atonic conditions 
in the uterus. 

Proper conduct of the third stage of labor 
necessitates a comprehensive knowledge of 
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the mechanism of labor, and any discussion of 
the subject might profitably be introduced by 
a review of this mechanism. After expulsion 
of the child, the uterus rapidly contracts and 
the placenta, being incapable of adaptation to 
this sudden change, begins to separate in the 
spongy layer with which the uterus is lined. 
During each uterine contraction some bleed- 
ing occurs, and finally the retroplacental clot 
becomes so extensive that the placenta is com- 
pletely separated and is expelled. This latter 
event can with safety be hastened if, upon the 
appearance of unmistakable signs of placental 
separation, 1 cc. of pituitrin be administered 
hypodermically; additional assistance can be 
given if Crede’s method be applied at the 
acme of uterine contraction. No attempt to 
hasten expulsion should be made, however, 
before the uterus has risen above the umbili- 
cus and has assumed a globular shape, nor be- 
fore uterine bleeding and descent of the cord 
have occurred; these are conclusive evidences 
of placental separation. The uterine fundus 
now should be grasped in the palm of one hand 
and the cervix pressed inward and downward 
behind the pubic symphysis with the fingers 
of the other hand; the fundus then may be 
brought forward and the uterus held in posi- 
tion until it is well contracted and there is no 
further hemorrhage. Ergot one-half drachm 
is now given and repeated every three hours 
for 24 hours. 


If normal separation of the placenta does 
not occur, the adherent placenta may be re- 
moved manually. This should be accomplish- 
ed by the introduction of the collapsed hand 
into the uterus, which then is worked gently 
downward over the hand by the application 
of external pressure with the other hand. 
Seek the margin of the placenta and separate 
with short and gentle sawing motions of the 
ulnar side of the hand; during this operation 
the fingers should never bore into the pla- 
cental tissue. As separation progresses, the 
hand is inserted farther and farther into the 
uterus until half of the forearm is buried with- 
in the vagina. At the same time, external 
pressure from above will have brought the 
uppermost portions of the placenta within 
reach. After the placenta has been separated, 
it may be expressed by application of Crede’s 
method. The hands then may be washed and 
one of them re-inserted for exploratory pur- 
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poses; no placental tissue must remain behind. 
Should it be impossible to locate the line of 
cleavage between the uterine wall and the pla- 
centa, one has to deal with the rare placenta 
accreta, which can be corrected only by ap 
hysterectomy. 


Hemorrhage, following placental delivery 
and normal contraction of the uterus, is sug- 
gestive of traumatism of the birth canal. Such 
traumatism must be located and corrected im- 
mediately. One of the common sites of injury 
is the region of the clitoris, where laceration 
may result in fatal hemorrhage; but laceration 
in this area may be located easily, and usually 
can be controlled by ligation. If this treatment 
fails, it may be necessary to institute pressure. 
Vaginal laceration, too, is not uncommon. It 
usually yields to vaginal packs. Cervical lacer- 
ation may result from operative delivery, and 
may be overlooked entirely, unless careful ex- 
amination be made with the aid of a De Lee 
speculum and a tenaculum which is used to 
draw the cervix downward into plain view. 
Hemorrhage in this region is best controlled 
by suture. 

If placental delivery be followed by relaxa- 
tion of the uterus with resultant hemorrhage, 
or if careful inspection of the placenta has 
shown that fragments are missing, bimanual 
exploration of the uterus must be undertaken 
immediately in order to remove all placental 
fragments, clots, and adherent membranes. 
Occasionally it may be necessary to pack the 
uterus, especially when low placentation has 
occurred. All of these operations should be 
done under light anesthesia, unless the patient 
be exsanguinated to the extent that she feels 
no pain. Although there is danger in the pro- 
cedure as outlined, the results are better than 
would be those of continued hemorrhage or 
infection arising from the retention of pla- 
cental fragments. 

With postpartum hemorrhage apparently 
under control, the uterus should be watched 
for at least one hour. Even though there be 
no further hemorrhage, there is still a very 
real danger confronting the patient. Nature 
has shown consideration for the pregnant 
woman by causing a normal iricrease in her 
blood-volume of approximately 500 cc. as 
compensation for her normal loss of 300 to 600 
cc. But the patient’s condition can not be 
predicated upon this normal compensatory 
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phenomenon; the loss frequently is much 
greater, and if it approaches a volume of 1500 
cc., usually results in death. Danger signals 
are seen in pallor, restlessness, air hunger evi- 
denced by yawning, clammy perspiration, 
thirst, rapid and weak pulse, roaring in the 
ears, and visual disturbance, vomiting, and 
fainting. These symptoms of shock call for 
immediate treatment. 

Restorative measures should include eleva- 
tion of the foot of the bed, administration of 
edrenalin hypodermically, and the intravenous 
injection of glucose. The latter can be accom- 
plished without delay, in the home or in the 
hospital, if a sterile 50-cc. syringe and a 50-cc. 
ampoule of a 50 per cent solution of glucose 
be carried in the physician’s case. The action 
of concentrated glucose is two-fold. First, ii 
is irritant to the intima of the blood-vessels, 
and so causes the smooth musculature to con- 
tract, thereby raising the blood-pressure; and 
second, it produces osmotic tension which can 
be relieved only by an increase in the blood- 
volume at the expense of surrounding tissues. 
In my opinion, intravenous administration of 
glucose is the most important feature of our 
armamentarium against the ravages of post- 
partum hemorrhage. Its instantaneous effect 
tides the patient over the critical interval un- 
til hypodermoclysis or blood-transfusion can 
be completed, where such extreme measures 
are necessary. 

Late postpartum hemorrhage is one occur- 
ring after the first day following labor, and is 
usually caused by retention of placental frag- 
ments. In this condition the uterus is large 
and boggy, with the cervix patulous. Relief 
may be effected by digital exploration or by 
a blunt curette, carefully avoiding perforation 
of the uterus. ‘ 

Infection also may be an etiological factor 
in late postpartum hemorrhage and when no 
relief is obtained by Fowler’s position, oxy- 
tocics, and ice bags over lower abdomen, 
hysterectomy is indicated. 

In conclusion, I wish to emphasize again the 
importance’ of increasing the coagulability of 
the blood, of preventing uterine atony, and of 
immediate repair of all traumatism of the birth 
canal. By these methods, we prevent undue 
loss of blood, and thereby husband the pa- 
tient’s powers of resistance to infection; at the 
same time, we have promoted involution of 
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the uterus, and have shortened the puer- 
perium. 

1. Szenteh, Stephan: The Hemostatic Action of 
Calcium in Delivery and in the Puerperium, Zen- 
tralblatt fur Gynakologie, 53: 1828-1832 (July 20) 
1929. 





ACUTE POLIOMYELITIS 


ALBERT S. LATHROP, M. D. 
Santa Fe, N. M. 


(Read at the annual meeting of the New Mexico 
Public Health Association, July 18, 1934, at Las 
Vegas.) 


Acute poliomyelitis is a contagious, com- 
municable disease resulting from the growth 
in nerve tissue of an ultra-microscopic organ- 
ism or virus. Because of the shocking effects 
of this disease, it causes, perhaps, more fear 
on the part of parents than any other illness. 
And although the incidence of the disease, 
even in acutely epidemic proportions, is not 
high, when it does strike, the results are suf- 
ficiently alarming to explain the fear it arous- 
es in us all. 

As in other so-called virus diseases, the ex- 
act cause of poliomyelitis is not known. How- 
ever, the sum total of what we do know about 
this illness is considerable. The first descrip- 
tion of the disease in the literature, sufficient- 
ly exact to be sure that it was poliomyelitis, 
was by Dr. Underwood in his “Diseases of 
Children,” published in Philadelphia in 1793. 
Since the middle of the nineteenth century, 
our knowledge of the disease has gradually in- 
creased. We have learned from its pathology 
that really satisfactory treatment depends up- 
on prevention. Lately, research along two dif- 
ferent lines seems to hold much promise of 
ultimate success in reaching this goal. 

Symptomatically, poliomyelitis is rarely di- 
agnosed in its pre-paralytic stage in the spo- 
radic case. When it begins to assume epidemic 
proportions, however, few escape early detec- 
tion. In mode of onset, it is characteristic of 
many other acute contagious diseases, with 
the addition in the usual case of certain dis- 
t:nctive features. There is always headache, 
fever, and general malaise, usually associated 
with constipation, but occasionally with diar- 
rhea at onset, and a flushed face. In addition 
to the flushing of the face, there is commonly 











300 


a glazed expression with a flat, expressionless 
countenance, unless the pain is sufficient to 
give a worried appearance to the face. The 
patient is usually drowsy, but when there is 
also an encephalitis present there is an excite- 
ment stage, even going on to an acute deli- 
rium. There is almost always some pain in the 
back of the neck, with a stiff painful spine. 
Any flexing of the neck accentuates this pain; 
often a child in considerable pain can be en- 
tirely relieved by removing the pillows so that 
his head may lie flat on the bed. The pain on 
flexing of the neck does not give the involun- 
tary rigidity of a meningitis, but usually does 
cause more or less voluntary rigidity. Per- 
haps the most constant, almost diagnostic, 
sign is elicited by having the patient sit on the 
edge of the bed, with his feet dangling. He 
will hold the spine erect and will support it 
by placing his palms on the bed to the side 
and in back of his body, attempting to support 
with the arms the painful back. 

Thus, in the usual early case we see a list- 
less, quiet child, with no appetite, a drowsy, 
expressionless face, slightly flushed, and with 
a moderate fever, rarely over 102°. The pulse 
is usually very fast, quite out of proportion to 
the rise in temperature. Examination disclos- 
es the stiff, painful spine, and the characteris- 
tic position when sitting on the side of the bed. 
The throat may or may not be reddened, there 
is rarely any sign of a head cold except when 
co-incidental, nor is there any rash in the mu- 
cous membranes or skin. 

It is usually not until 48 to 72 hours later 
that the paralysis develops. Meanwhile the 
patient’s condition remains about the same, or 
he may have an interval of a day or two when 
he appears much improved. Just before, or 
associated with, the paralysis there is usually 
a marked hyperesthesia. The skin is often ex- 
quisitely painful, necessitating a rack of some 
sort to keep the bedclothes from the skin. In 
the cases in which there is no paralysis there 
is usually this hypersthesia. 

The mortality figures and extent of the 
paralyses depend apparently on the viru- 
lence of the epidemic. On the average 
mortality will vary from 5 to 15 per cent 
of the morbidity, and the paralyzed cases will 
vary between 20 and 60 per cent of those diag- 
nosed. The most common site of paralysis is 
in one or both legs and next most common in 
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one or both arms. There is usually marked re. 
tention, requiring catheterization as well as 
enemata. This, however, is not permanent and 
occasionally is the only proof that the case is 
one of poliomyelitis. 

I will not go into the pathology of this dis- 
ease, except as it explains the symptoms. The 
first sign of invasion is a round-cell infiltra- 
tion of the blood vessels of the meninges, ac. 
counting for the mild signs of meningitis at 
onset. Next there is a similar invasion of the 
posterior root ganglia, with a marked effect 
on the sensory nerves, giving the hyperes- 
thesia and various changes in the motor re- 
lexes. Co-incidental with this is an invasion 
of the motor area of the cord, usually in the 
cervical or lumbar enlargement, most marked 
about the cells in the anterior horns of the 
cord. This accounts for the fact that acute 
poliomyelitis is often called acute anterior 
poliomyelitis. The invasion of the motor area 
leads to more or less destruction of the motor 
cells in this location, with the subsequent vary- 
ing degrees of paralysis. The destruction of 
these cells leads to irreparable damage. The 
edema about these cells, does, however, lead 
to interference with the function of many more 
cells than are destroyed, which accounts for 
the fact that the initial paralysis.is always 
much greater than the permanent paralysis. 
As of course you know, the voluntary muscles 
are the only ones paralyzed in the usual case 
of poliomyelitis. Occasionally the vital centers 
of the brain are affected in the encephalitic 
type, but this is fortunately quite rare. 

As for the treatment, let me first speak of 
that of which we are quite sure, and take up 
later the debatable points. As in any other 
acute illness, hygiene is of the utmost import- 
ance in keeping the patient’s resistance at the 
highest possible level. This includes the secur- 
ing of an adequate fluid intake, the mainte- 
nance of successful elimination, and the care 
of the skin. The rest in bed should be as ab- 
solute as possible from onset. This rest in bed 
is of vital importance to those with paralysis, 
and should be continued in these cases for 
from four to six weeks. This allows the motor 
cells of the anterior horn which were damaged 
but not destroyed, time in which to recuperate 
and recover their function. During this time 
sand bags and various light splints should be 
employed to prevent early deformity. Mas 
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sage is absolutely contra-indicated until the 
hyperesthesia is entirely gone, and then it 
must be instituted with caution. Passive ex- 
erc:ses are used first and then active exercis- 
e; commenced carefully. From this point on, 
the case, if at all possible, should be in the 
hand; of a competent orthopedic surgeon. It 
is at this stage that the use of swimming pools 
has become so satisfactory. The movement of 
the parts of the body against the water seems 
to give the ideal amount of resistance against 
which the muscles may work. It is only late 
in the course of the treatment that the patients 
are allowed to swim. At first they merely lie 
in the water, moving the affected parts only 
under the most careful supervision. The 
sw:mming pool is also of value in the re- 
education of the muscles after operations to 
improve the use of impaired joints. 

It is in the prevention and early treatment 
of poliomyelitis that we have so far failed to 
make satisfactory progress. Recent studies 
have thrown some light on this problem; ap- 
parently there are family strains that are much 
more susceptible to poliomyelitis than others. 
For instance, in Vermont where poliomyelitis 
is almost endemic, many families have escaped 
it entirely, while others have had a fairly high 
incidence in branches of the family which 
were never in contact with each other. This 
finding may open up a most interesting field 
of study. 

You have all read, I imagine, of the experi- 
ment now under way in New York City. The 
spinal cords of monkeys about to die of polio- 
myelitis were treated with 40 per cent forma- 
lin to kill the virus. This was then injected 
into healthy monkeys. When later infected 
with the active virus, none of this group be- 
came ill, while all the control monkeys died. 
Some of this material was then injected into 
volunteer adults, among them the beloved Dr. 
Park. Their blood will later be mixed with the 
active virus and injected into monkeys to see 
if the virus has been neutralized. If this is 
successful, a group of non-immune children 
will also be inoculated. The other line of re- 
search I have mentioned may enable us to 
pick out the children most in need of this pro- 
phylactic treatment, if successful. 

Much stress has rightfully been placed on 
the early pre-paralytic diagnosis of poliomye- 
litis, for two reasons: one, to isolate the case 
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and contacts as early as possible; the other, to 
give convalescent serum in the hope of neu- 
tralizing the virus before paralysis has set in. 
Concerning the first reason there is no debate. 
On the second, however, later studies seem to 
contradict the earlier enthusiastic reports. 
The variations in the severity of epidemics, and 
the human desire to do everything possible 
for each case, make the use of adequate con- 
trols difficult to obtain. It is certainly the part 
of wisdom to continue the use of serum when 
possibly available, until this subject has been 
satisfactorily thrashed out. 

One other form of treatment for the par- 
alyzed cases should perhaps be mentioned, if 
only because of the publicity attending its use. 
I am speaking of the Drinker respirator. This 
is used in the bulbar type of cases, in which 
there is a complete or almost complete paral- 
ysis in the muscles of respiration, that is, of 
both the diaphragm and intercostal muscles. 
Of the two of the larger published reports I 
have seen, twelve out of thirty-four with com- 
plete paralysis recovered after living in this 
machine for varying periods, none of whom 
could possibly have survived without it. In 
the other report, seven out of ten lived, in- 
cluding those who had almost complete par- 
alysis. 

Epidemiologically, the most satisfactory 
method of prevention we have at present, is 
isolation until the age of relative non-suscepti- 
bility arrives. We know that in the average 
epidemic three-fourths of the cases are in chil- 
dren under five years of age and that the at- 
tack rate of those over ten is about one-eighth 
that of the population taken as a whole. We 
know also that the epidemics of poliomyelitis 
are definitely associated with the harvest sea- 
sons. We consequently know when a real epi- 
demic may be expected, and the population 
group which will be predominantly affected. 
We also know that the virus enters the nervous 
system by way of the naso-pharynx, multi- 
plies, and leaves it by the same route. In the 
recovered case, the virus apparently disap- 
pears within two weeks after the acute attack. 
We do not know yet how long a healthy con- 
tact may act as a carrier. 

The usual procedure in the control of an 
epidemic of poliomyelitis is fairly definite. The 
patient and intimate contacts are isolated for 
three weeks. Travel and visiting should be 
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limited to that of absolute necessity. The gath- 
ering together of children under five should be 
prohibited, and that of children under ten, re- 
stricted as conditions determine. Individual 
prophylaxis seems at present to be impossible. 

The low attack rate of the disease even in 
acutely epidemic proportions, is a measure of 
hope insofar as the likelihood of any particu- 
lar person’s catching it is concerned. We also 
now have sufficient reason to hope that in a 
few years even this low incidence may be ma- 
terially decreased and that the crippled child 
with wasted muscles may soon become a much 
rarer sight than at present. 





CELIAC DISEASE 
Two Case Reports 





B. P. STORTS, M. D. 
Tucson, Arizona 





Celiac disease, or chronic intestinal indiges- 
tion, can no longer be considered a rare dis- 
ease. From recent reports, it is on the in- 
crease. 


The cause is unknown. Many factors such 
as lack of vitamins, faulty digestive secretions, 
and faulty diets in the first years of life, must 
be considered. There is inability to digest car- 
bohydrates and fats; just which of these fac- 
tors is the primary offender is unknown. The 
fact that there is a flat or low blood-sugar 
curve seems established. 


The onset is gradual—often in the second 
year of life—rarely after the fifth. Untreated 
cases, of course, continue until later in life. 
The gradual onset makes it difficult to detect 
in its early stages. The observations of the 
parents is the anorexia, failure to gain weight, 
and possibly the height and personality chang- 
es. The physician who sees many children 
with these common symptoms should always 
bear this condition in mind. The personality 
changes are marked, because the child is ir- 
ritable, intractable, and is in general a trial to 
parents and not infrequently a trial to the 
physician. 

Questioning will usually bring out a history 
of constipation. Rarely do parents consider the 
diarrheal phase of the condition abnormal. 
Their attention is directed to the constipation, 
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and they feel that three to four stools daily 
are excellent. 

The ‘stools are not watery. They are large, 
soft, of a foamy or yeast-like character, and 
sometimes glisten because of the large fat con- 
tent. The odor is foul’ The color most fre- 
quently is grayish or a light yellow. There is 
alternately a constipation and then a diarrhea’ 

Examination will disclose malnutrition, fa- 
tigue posture, and most often an enlarged ab- 
domen. The abdominal enlargement varies, as 
it is due to gaseous distention. Frequently the 
abdominal enlargement is so marked as to sug- 
gest tuberculous peritonitis or Hirschsprung’s 
disease. There may be an associated diagno- 
sis such as diseased tonsils, but the physical 
condition is out of proportion with the few 
pathological findings. 

The laboratory examination of the stool 
should be for fat content and to establish the 
ratio of the Gram-positive to the Gram-nega- 
tive organisms. The fats may be determined 
readily by the simpler tests. The increase is 
so pronounced that for practical purposes a 
delicate technic is unnecessary. The fat con- 
tent of the stool is high—40 to 50 per cent is 
not uncommon. The Gram-positive organisms 
are of the bacillus bifidus group; they disap- 
pear with improvement, and the Gram-nega- 
tive, or bacillus coli, group predominate. In 
one case, the estimated percentage of Gram- 
positive organisms was 30. In another, the 
Gram-positive organisms were 50 per cent. Of 
course the intestinal flora varies with the 
food; most observers consider the Gram-posi- 
tive increase an important diagnostic point. 

In the untreated cases, the child becomes 
stunted, weak, and is a burden to all; with 
treatment, the outlook is good. 

The treatment is simple. We are tempted to 
give tonics and various vitamin-containing 
syrups and sweets, with which the market is 
flooded, and of course we are tempted to in- 
sist on a high-caloric diet. 

These factors will only aggravate chronic in- 
testinal indigestion. Sweet milk, breadstuffs, 
potatoes, cereals, and sweets, must be abso- 
lutely forbidden. Cod-liver oil and fat foods 
also must be eliminated from the diet. Ob 
viously protein foods only are left. Protein 
milk may be given in as large amounts as 
the child desires. Calcium caseinate and but- 
termilk may also be used, although they are 
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not so satisfactory. There is, however, one 
form of carbohydrates which may be given 
from the first, and that is ripe banana or ban- 
ana powder. For some reason, digestion of this 
type of sugar is possible. The child may have 
as many bananas as he wishes. One patient, a 
seven-year-old girl, eats from six to ten ban- 
anas daily. ‘Vitamins must be given. The ripe 
bananas are sufficient except for vitamin D, 
so viosterol is used for this purpose. Carotene 
may be given if additional A units are re- 
quired. 

This diet is continued indefinitely, and 
usually in three to four weeks we may add 
small amounts of leafy vegetables and fruit 
juices. Other protein foods, such as cottage 
cheese and lean meats, are given more rapid- 
ly. This diet will always improve the condi- 
tion, and the general response to the diet will 
determine how long it must be continued; 
months are always necessary—and sometimes 
years. A simple break in the diet such as tak- 
ing a small piece of bread, my cause a return 
of symptoms. Due to the large food intake, 
castor oil should be given once a week in the 
beginning. 

In celiac disease we have a disorder which 
we do not understand, but one for which we 
have an effective therapy. The diagnosis is 
easy; the treatment is simple. and the results 
are good. The untreated course is tragic. 


REFERENCES 
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TRAINING OF MIDWIVES 


SSS ee 


GERRITT HEUSINKVELD, M. D. 
Denver, Colorado 





(Read before the New Mexico Pub‘ic Health 
Association, July 18, 1934, at Las Vegas, N. M.) 





From the dawn of civilization there has 
been the constant striving of serious-minded 
people to lift in any manner possible the pri- 
meval curse from women. Through all sorts 
of superstitions which involve the wonderful 
process of reproduction, as they do any other 
mysterious process of nature, the light of in- 
creasing knowledge at first glimmered, and 
with the passing of centuries became brighter 
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and brighter until today we have a flood which 
enlightens every nation, state and community 
in our civilized world. 

Where, in the dim dark past, women would 
go through the agonies of childbirth unassisted, 
suffer until kindly nature finally brought forth 
its miracle, our increasing knowledge has de- 
vised various aids to the less fortunate of our 
women so that now, in the hands of the skill- 
ful obstetrician, the process is relatively pain- 
less and beset by comparatively few dangers. 
But we have still in our outlying communities 
people who go through this trial with little 
or no competent help. It is on behalf of these 
people that I would presume to call your at- 
tention this afternoon to a few of the essentials 
demanded by ‘the standards of modern ob- 
stetrical care. 

Before I proceed with this, let me call at- 
tention to a few fallacies which persist among 
us regarding childbirth among savage people. 
We have all heard about the Indian woman 
who falls behind the procession for a time and, 
after her baby is born, catches up with her 
family and goes on about her business. While 
this may be the case in some very few in- 
stances, it is by no means the rule with this, 
or any other people. Even the beasts of the 
field demand some time for the completion of 
and recuperation from a birth. The fact is, 
complicated births among savage people are 
just as common as they are among civil- 
ized people, but most of these go unrecognized 
and end in the death of the baby and possibly 
of the mother—nature’s method of dealing 
with an impossible birth. The moment a baby 
dies, it becomes relaxed and the birth is, in 
most cases, relatively easy. The Arctic ex- 
plorer Steffansson spent the winter of 1912 in 
a certain Eskimo village of not over forty or 
fifty families. He returned to the same loca- 
tion in 1918 and noted that several of the 
women he had known on his previous expedi- 
tion had died in childbirth. Picture for your- 
selves the untold human suffering expressed 
in these few unimaginative words. 

In many communities of your state (and 
the same is true of almost all the Southwest) 
the possibility of getting trained maternity 
help is entirely out of the question except in 
the most extreme cases. It is necessary to 
re'y upon whatever help may be available in 
the community. It is here that the midwife 
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cou'd be made to do a very necessary, and an 
exceedingly humane service. 

The qualifications of a midwife might be 
cons dered under several headings. In the 
first place—character. Such a woman must 
be sympathetic, yet firm. She must be able 
to keep her own counsel and not gossip in the 
community. She must take her work serious- 
ly, realizing her responsibilities and the im- 
portance of successful births to the parents 
and to the community. When in doubt or in 
the presence of complication, she must be 
willing to accept the service and defer to the 
opinion of a local doctor of medicine. Second 
conforming to the high technical demands 
placed by modern civilization on all fields of 
endeavor, this branch of service must a ways 
strive to perfect itself in every possible man- 
ner. For this reason there must be know- 
ledge and experience. Knowledge in the an- 
atomy and in the physiology of the function of 
reproduction. The midwife must be thorough- 
ly familiar with the structure, not only of the 
mother, but also of the baby, and be able to 
recognize with a fair degree of accuracy the 
various positions (normal and abnormal) that 
an unborn child may assume. She must know 
the various signs to which the skilled obstetri- 
cans pay so much attention. She must re- 
cognize the various stages of birth and must 
know the dangers that may beset each stage. 
She must be alert to recognize when some- 
thing goes amiss, and above all have a thor- 
ouzh knowledge of the normal progress of 
childbirth, for, when the normal process is 
thorcughly mastered, the abnormal will im- 
med ‘ate’y come to her attention. Third: The 
subject of cleanliness, and the modern teach- 
ings of antisepsis and of sterilization of instru- 
ments and linen, should be known. She must 
keep her person and her hands scrupulously 
c’ean, for filthy help in a case of childbirth 
‘s far worse than no help at all. 

We in America have not gone very far in 
the training of midwives. Some of the Euro- 
pean countries can teach us valuable lessons 
on this ‘mportant profession. In Vienna there 
is a school where they accept selected women 
after they have finished their regular nurses’ 
training, for a one-year course in midwifery. 
These students deliver hundreds of women 
under the supervision of experienced mid- 
wives and obstetricians, and learn their art 
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and their profession thoroughly. They are 
then examined by a licensing board, and are 
permitted to go out into the communities and 
practice their profession. Their sphere of 
ac’iv:ty is to conduct normal childbirths only, 
Whenever the case becomes abnormal in any 
way, the attendant calls the physician in her 
community, who is in duty bound to come to 
her assistance at once. In the British Is'e; 
there are several schools (which have been 
established since about 1905), such as in Glas- 
gow, Edinburgh, and London, where much 
the same training is given as in Vienna, and 
the board admits to examination, for licensing 
in midwifery, only those women who have 
completed the course prescribed by the laws. 
Spain has had, for some years past, a very 
stringent law dealing with the qualifications 
of m'dwives. That country demands practical- 
ly the same as Austria and the British Is!es, 
and there are penalties placed on the practice 
of midwifery by unlicensed persons. Sweden, 
Norway, and Denmark view the profession of 
midw:fery with equal seriousness and hedge 
it about with careful regulations and laws. 


In our own country, the plight of the moun- 
taineers of Kentucky and Tennessee and 
neighboring regions, has stimulated various 
philanthropic groups to take promising candi- 
date; from the ranks of the nursing profession 
and send them to Europe for training in mid- 
wifery. These nurses (The Mounted Nurses 
of the Alleghanies) are doing excellent and 
humane work—really fitting the dignity of 
civilized communities. We in the west have a 
similar problem, which must be met either by 
the establishment of training centers of our 
own, or by sending capable women abroad to 
obtain the necessary instruction. 


Far too often in our communities a woman 
is allowed to labor hour after hour with an 
impossib’e obstetrical complication, which 
ends only in disaster if it is not recognized. 
The helper available all too often has no more 
qualifications than the fact that she has had a 
number of children herself and has had “good 
luck with baby cases.” Physicians are often 
shocked by the evidence of neglect when they 
are called upon to do what can be done to set 
right the re-ults of such heartless abuse and 
neglect. It is for these women and for their 
unborn children that I plead for the establish- 
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ment of a midwifery service that shall be ef- 
fective and humane. 
: Spe 

I would not dispense with the physician nor 
introduce the midwife in the cities and larger 
towns; only in the outlying communities, 
where the physician is far away, is it desirable 
and practical to furnish him with this sort of 
aid, which should be efficient and reliable in 
every respect. It is impossible, as you know 
for physicians to enter all these homes where 
service is needed; often his territory is large 
and he is, after all, but one person. But ‘if 
efficient help can be given, leaving him only 
the complications to deal with among the 
poor people who cannot command his service 
with practical remuneration, the people will 
be far better served. 





COCCIDIOIDAL GRANULOMA 
Report of a Fatal Case 


LESLIE M. SMITH, M. D. 
W. W. WAITE, M. D. 
E] Paso, Texas 


(Read before the El Paso County Medical Soecity) 


Dur'ng the past two years several] cases of 
coce‘dioidal granuloma have been recognized 
in the section of country about El Paso, Texas. 
All these cases apparently originated in this 
vicinity, so that here is undoubtedly a focus of 
the d'sease. The appearance of the disease in 
the Southwest and its serious nature, make 
it imperative that physicians in this part of 
the country acquaint themselves with its 
character and bear it in mind in differential 
diagnosis. The present case is reported to il- 
lustrate the extensive involvement found in 
some advanced cases of coccidioidal infection. 
tion. 

CASE REPORT | 


E. G., a Mexican woman, age 27, was admitted to 
the El Paso City-County Hospitol, May 24, 1932. 
She had lived in El Paso for ten years, and had 
never been in California or any o’her locality 
where coccidioidal granuloma is endemic. She 
complained of swelling and some pain in the right 
knee and left elbow, of one-year duration, and 
draining sinuses about both joints, of recent origin. 


Physical examination revealed a rather under- 
nourished young woman with slightly swollen right 
knee and left elbow. About these joints were sev- 
eral deep sinuses, infiltrated about the orifices, and 
exuding pus. 
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Examination of the pus from the sinuses showed 
round doubly contoured bodies, some of which con- 
tained endospores. Culture on Sabouraud’s medium 
gave a typical growth of coccidioides immitis. The 
blood Kolmer was negative; but using coccidioidin 
as the antigen, a positive complement fixation was 
obtained. The blood counts were normal. 


Biopsy from the edge of a sinus showed a gran- 
loma containing coccidioidal bodies. There were 
no epidermal abscesses. 


X-ray examination of the chest revealed bron- 
chial thickening and several calcified bodies in the 
lung. X-ray of the involved joints showed marked 
distortion and erosion about the head of the 
left ulna, and increased density of the lower end of 
the humerus. The periosteum of the ulna 
thickened. There was an osteomyelitis of the right 
patella, with some destruction. 


The patient was given intravenous injections of 
eclloida' iodine twice a week and daily instillations 
of tincture of iodine in the discharging sinuses. 
There was a gradual decrease in the discharge and 
improvement in the patient’s general condition. 
She left the hospital August 20, 1932, and dis- 
appeared from observation. 


On August 13, 1933, the patient again was ad- 
mitted .to the hospital in a markedly emaciated 
eendition. The sinuses were again draining freely. 
The patient was extreme'y weak and the heart 
sounds were feeble. The urine contained albumin 
and hyaline casts. The temperature varied from 
96° to 99.6°F. Treatment was instituted similar 
to that she had had during her previous stay in 
the hospital, along with tonies. Her ‘condition 
steadily became worse and she expired ten days 
after admission. 


AUTOPSY FINDINGS 
Joints as already described. 


Lungs: There was a band of adhesions over the 
pleura. The right lung was quite heavy, with 
consolidated lower lobe, greyish-red in color, firm 
end moist. The left Jung contained several small 
hard areas beneath the surface, which on section 
were fovnd to contain cyst-like necrotic cavities 
filled with greyish purulent material. 

The heart was small and presented no gross 
lesions. In the lower part of the adherent peri- 
cardium, there was an elongated solid nodule about 
20 mm. by 10 mm. On section it was found to be 
filled with yellowish caseous material. 

The kidneys were swollen and soft, and the cor- 
tex was about twice the normal size. 

Smears and sections of the caseous nodules from 
the lungs and pericardium showed doubly con- 
toured bodies of Coccidioides. 


Pathological diagnosis: Coccidioidal infection of 
the left u'na and humerus and right patella, with 
breakine down of soft parts into sinuses, adherent 
pericarditis (coccidibidal), multiple coccid‘¢idal 
abscesses of the left lung, chronic fibrous pleurisy, 
lobar pneumonia of right lower lobe, and acute 
nephritis. 





ANNOUNCEMENT 

The Radiological Society of North America will 
hold its next Annual Meetine at the Hotel Peabody, 
Memphis, Tennessee, December 3-7, 1934. The 
medical profession is cordially invited to attend. 
Further information may be obtained by addressinz 
the secretary-treasurer, Dr. Donald S. Childs, 607 
Medical Arts Building, Syracuse, New York. 


H. P. Mills, Counselor for Arizona. 
J. R. Van Atta, Counselor for New Mexico. 
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PUBLIC HEALTH NOTES 
J. ROSSLYN EARP, DR. P. H. 
Director New Mexico State Bureau of 
Public Health 


VILLAGE SETTLEMENTS FOR TUBER- 
CULOSIS. 

Sanatorium treatment for the average con- 
sumptive is not enough. It is of great personal 
and social value while it lasts, but we all rec- 
ognize that the patients’ problems are not at 
an end after six months’ residence in a sana- 
torium. The subsequent adjustment to eco- 
nomic and social life may and often does in- 
volve a loss of most of the gains made. Failure 
to make this adjustment means disaster to the 
individual and waste to the community which 
has subsidized his sanatorium care Nobody 
in this country has done more than Mr. Ed- 
ward Hochhauser, director of the Altro Work 
Shops in New York City, to grapple with this 
problem. Says he’, 


The need for intelligent and s'mpathetic under- 
standing of the employabi'it; of the tuberculous, 
as well as understanding of their limitations, is 
perhaps more marked today than in economically 
normal times. To create a proper response on the 
part of the patient, to secure appreciation by those 
near him of his limited capacity, and to stimulate 
his natural desire to be self-supporting, are all 
fundamental. But we must educate his family, his 
employer, and in fact the whole community. Other- 
wise the patient will continue to return from a 
highly protected environment, where his physical 
limitations determined the whole plane of his life, 
to an environment lacking in understanding, and 
geared to try the mental and physical strength of 
the hardiest. 


American schemes and institutions for the 
rehabilitation of the tuberculous have been 
very well described in a pamphlet by Mrs. 
Burhoe’, and I shall not attempt to recapitu- 
late them here. Suffice it to say that while 
American experiments in rehabilitation are 
full of vitality and offer numerous valuable 
examples to the rest of the world, they do not 
as yet include any experiment on the lines of 
the village settlement. Yet in the village set- 
tlement the ideal of Mr. Hochhauser, quoted 
above, to educate the family, the employer, 
and the whole community, as well as the pa- 
tient, is achieved at a single stroke by bring- 
ing all these elements into one geographical 
unit. 

The pioneer village settlement is at Pap- 
worth,’ twelve miles from Cambridge, in Eng- 
land. It was founded in 1918 by its present 
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director, Sir Pendrill Varrier-Jones. At pres- 
ent it contains more than a thousand inhabi- 
tants of whom some 400 are actual patients, 
The actual cases are under treatment either 
in the hospital for advanced cases or in the 
sanatorium. There are in addition 600 ex- 
patients who live together in hotels if single, 
or if married, with their families in the 106 
model cottages. There are more than a hun. 
dred children in the settlement. No child liv- 
ing in the settlement has ever yet developed 
clinical tuberculosis, nor has there yet been a 
single case of tuberculous meningitis in any 
child in the village. The village industries in- 
clude carpentry, building, cabinet-making 
trunk and suit-case making, upholstering, 
printing, ticket-writing boot-repairing and 
poultry farming. The sales for 1932 amounted 
to 72,115, or more than $360,000 at the present 
rate of exchange. Dr. Bardswell writes: 


Regular work means regular pay. The pay is on 
the low side some may think, but it is enough for 
all reasonable needs. Anxiety is recognized as a 
common cause of relapse amongst tuberculous peo- 
p'e. There is no anxiety in these villages because 
all the removable causes of anxiety are removed. 
They are well-ordered places. At 10 o’clock people 
are in bed. If you go round after 10 o’clock you will 
not see a light anywhere. The people are taught 
to live a rational life. There can be no beter edu- 
cation as to how to escape tuberculous disease. 


Other settlements have sprung up in Eng- 
land and in the Irish Free State. Recently the 
French Government has established a large 
settlement at Salagnac’ with accommodations 
for 372 families. Sir Humphrey Rolleston, 
president of the Papworth Village Settlement, 
recognizes in Potts Memorial Hospital at Liv- 
ingston, New York, an institution with “the 
same objectives and methods” as his own. 
But according to my information, the family 
residence, which in my view is a most impor- 
tant element in the settlement plan, is there 
rather an ideal than an accomplishment. 

In New Mexico we are scarcely rich enough 
to build such a settlement for ourselves. One 
cannot help thinking though, that, if some 
national philanthropic organization wished to 
undertake an experiment of this kind, they 
would find an ideal site in the Southwest. 
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Notes of the Fifty-Second Annual Session 
Las Vegas, N. M., July 19-21, 1934. 


The large registration and attendance. at meet- 
ings was a most agreeable surprise in view of ex- 
isting economic conditions. Those who made the 
trip, however, were more than repaid by the won- 
derful scenery and cool breezes of Las Vegas— 
most refreshing after the torrid heat of southern 
New Mexico—and the excellent well-balanced sci- 
entific program and exhibits presented under the 
auspices of the Las Vegas County Medical Soci- 
ety. 

Registration headquarters and all scientific and 
business sessions were held in the spacious rooms 
of the Elk’ Club and members were accorded the 
privileges of the institution. 

The luncheon and round-table discussion held 
thereafter at the New Mexico State Asylum, with 
Dr. A. B. Stewart as host, should have special 
mention for the entertainment and intelligent dis- 
course furnished, to say nothing of the subjects 
presented. The occasion was thoroughly enjoyed 
by all present and Dr. Stewart and his worthy as- 
sistants merited the commendation the presenta- 
tion received. 

The Annual Smoker, held at the Agua Pura Com- 
pany Cottage in Galinas Canyon, attracted a large 
number of the members and an eleventh hour im- 
promptu bout added zest to the occasion. 

Luncheon as guests of the Board of Directors of 
the Las Vegas Hospital at the North Methodist 
Church, on Friday, the second day, provided pleas- 
ing entertainment and diversion, as did also the 
dinner dance at the Castaneda Hotel, that evening. 

Important Business Transacted 
Elected to Membership: 
Dr. Eugene P. Simms, Alamogordo. 
Dr. George E. Maxwell, Magdalena. 
Dr. Joseph H. Smythe, Laguna. 
Dr. Scott D. Schenck. 

Applications for membership pending: 
Dr. J. N. Becker, Parkview. 
Dr. E. J. Hayes, Rogert. 

Motons passed: 

That a professional lobbyist be employed to look 
after the interests of the medical profession in New 
Mexico; that a fund not to exceed two hundred dol- 
lars be made available for that purpose, and that 
Dr. R. O. Brown (Santa Fe) be made responsible 
for the proper ‘use of that sum. 
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The appointment of a Committee of five mem- 
bers selected from different parts of the State to 
take up within sixty days the matter of Federal 
Emergency Relief and secure such action as it can, 
the Society to abide by the findings and decisions 
of the Committee. Committee so appointed: 

Dr. W. H. Livingston, Santa Fe, Chairmar. 
Dr. J. W. Board, Clovis. 

Dr. R. L. Bradley, Roswell. 

Dr. G. T. Colvard, Deming. 

Dr. Carl Mulky, Albuquerque. 

The appointment of a Committee to report on 
the adoption of a schedule of fees for expert testi- 
mony. Committee so appointed: 

Dr. M. K. Wylder, Albuquerque, Chairman. 
Dr. E. W. Fiske, Santa Fe. 
Dr. A. S. Lathrop, Santa Fe. 


The Committee recommended fee of $25.00 per 
day and expenses. 

At the General Meeting motion was passed accept- 
ing recommendation of the Committee but contin- 
uing it for further investigation and a more de- 
tailed compilation of fees for different branches of 
special work, report to be made to the President 
within sixty days. 

The appointment of a Committee to study the 
question of the medical aspects of the various State 
institutions, to report with recommendations to the 
President and the Council. 

Resolutions Passed:: 

“Whereas, The New Mexico Medical Society notes 
with regret the passing from this life of the fol- 
lowing members of the Society— 

W. T. Joyner, Roswell, 

S. M. Parrish, Raton, 

J. H. Johnson, Las Cruces, 

C. Plumlee, Hot Springs, 

D. H. Carns, Albuquerque, 

R. F. Hogsett, Albuquerque, 


And Whereas, The New Mexico Medical Society, 
appreciating the professional work in the past and 
the promise of professional work in the future, as 
well as the loyalty to the ideals of the profession 
of these past members, deplores their loss and de- 
sires to give expression to their feelings; 

Now Therefore, Be It Resolved, that The New 
Mexico Medical Society hereby expresses its sym- 
pathy to the members of the bereaved families and 
the communities in which these members labored; 

And Be It Further Resolved, that a copy of this 
Resolution: 

1 Be made a part of the minutes of the Fifty- 
Second Annual Seession of the New Mexico Medi- 
cal Society. 

2. Be sent to the family of the deceased mem- 
ber, and 

3. Be published in the official organ of the 
New Mexico Medical Society—SOUTHWESTERN 
MEDICINE. 

(Signed) R. O. BROWN, 
R. L. BRADLEY, 
R. L. BUTLER, 
Committee on Necrology. 
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“We, the Resolutions Committee appointed by 
the New Mexico Medical Society, wish to thank 
the following organizations, clubs and individuals 
for the royal entertainment received in Las Vegas: 

The Las Vegas County Medical Society for the 
excellent program and the carrying out of same. 

The Elks’ Club for use of building and special 
arrangements made. 

The Las Vegas Asylum for use of building and 
equipment. 

The Ladies’ Auxiliary for entertainment of vis- 
iting ladies. 

Dr. A. B. Stewart for luncheon and clinica] dis- 
play. 

Mrs. A. B. Stewart for entertainment of wives 
of visiting doctors and friends. 

The Hospital Board for the excellent dinner 
served by the ladies of the M. E. Church. 

The New Mexico Power Company—Agua Pura 
Water Company—for use of cottage and pure wa- 
ter served. 

The newspapers of Las Vegas for excellent re- 
ports of meetings of the Society. 

The Las Vegas hotels and restaurants for the 
courteous treatment of Society guests. 

The visiting doctors for furnishing part of the 
program. 

Dr. Lingenfelter for his excellent display. 

All exhibitors of scientific exhibits. 

(Signed) C. A. MILLER, Las Cruces, 
G. T. COLVARD, Deming. 


ELECTION OF OFFICERS 
President-Elect: Dr. C. W. Gerber, Las Cruces. 
Vice President: Dr. George W. Jones, Clovis. 
Secretary-Treasurer: Dr. L. B. Cohenour, Albu- 

querque. (Re-elected. ) 

Councillor for two years to fill unexpired term of 
Dr. Joyner, deceased: Dr. R. L. Bradley, Roswell. 

Councillor for three years: Dr. Carl Mulky, Al- 
buquerque; Dr. C. A. Miller, Las Cruces. 

Delegate for two years, A.M.A.: Dr. H. A. Mil- 
ler, Clovis. 

Alternate: Dr. R. O. Brown, Santa Fe. 

Board of Managers, Southwestern Medicine: Dr. 
A. B. Stewart, Las Vegas; Dr. J. R. Earp, Santa 
Fe. 

Meeting Place 1935: Albuquerque, N. M. 

The 95 registered were: 

Dr. Henry S. W. Alexander, Santa Fe. 

Dr. J. W. Amesse, Denver, Colo. 

Dr. Frank H. Austin, Carlsbad, N. M. 

Dr. Irby B. Ballenger, Albuquerque, N. M. 

Dr. C. B. Batson, McLean, Texas. 

Dr. L. H. Barry, Corona, N. M. 

Dr. C. R. Bass, Cimarron, N. M. 

Dr. V. E. Berchtold, Santa Fe, N. M. 

Dr. M. O. Blakeslee, Las Lunas, N. M. 

Dr. Sarah Bowen, Dixon, N. M. 

Dr. A. E. Brosier, Amistad, N. M. 

Dr. J. A. Britton, Chicago, III. 

Dr. R. L. Bradley, Roswell, N. M. 

Dr. Robert O. Brown, Santa Fe, N. M. 

Dr. C. T. Burnett, Chicago, Ill. 


Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
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R. L. Butler, Clovis, N. M. 

Carl E. Buck, New York, N. Y. 

L. B. Cohenour, Albuquerque, N. M. 
George T. Colvard, Deming, N. M. 
P. G. Cornish, Jr., Albuquerque, N. M. 
F. H. Crail, Las Vegas, N. M. 

F. C. Diver, Springer, N. M. 

J. M. Doughty, Tucumcari, N. M. 
L. O. Dutton, El Paso, Texas. 

C. B. Elliott, Raton, N. M. 

Crum Epler, Pueblo, Colo. 

Eugene W. Fiske, Santa Fe, N. M. 
N. D. Frazin, Silver City, N. M. 
Evelyn F. Frisbie, Albuquerque, N. M. 
F. D. Garrett, El. Paso, Texas. 

C. H. Gellenthien, Valmora, N. M. 
C. W. Gerber, Las Cruces, N. M. 
M. D. Gibbs, Roy, N. M. 

C. S. Hart, Dawson, N. M. 

J. W. Hannett, Albuquerque, N. M. 
H. F. Hadlock, Denver, Colo. 

F. M. Heller, Pueblo, Colo. 

G. Heusinkveld, Denver, Colo. 

F. M. Howe, Las Vegas, N. M. 

F. H. Ingalls, Roswell, N. M. 

F. H. Johnson, Carrizozo, N. M. 

R. F. Johnston, La Junta, Colo. 


Dr.L. W. Johnson, Roswell, N. M. 


Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 


Mr. 
Mr. 


Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 


J. J. Johnson, Mora, N. M. 

George W. Jones, Clovis, N. M. 

W. E. Kaser, Las Vegas, N. M. 
Frank B. Kelly, Chicago, II. 

C. F. Kemper, Denver, Colo. 

W. M.Lancaster, Clovis, N. M. 

A. S. Lathrop, Santa Fe, N. M. 

G. P. Lingenfelter, Denver, Colo. 

W. H. Livingston, Santa Fe, N. M. 
W. H. Lovelace, Albuquerque, N. M. 
Wallace P. Martin, Clovis, N. M. 

E. A. MelIntyre, Santa Fe, N. M. 

C. W. Mayo, Rochester, Minn. 
George A. McAlmon, El Paso, Texas. 
John H. MacWhorter, El Paso, Texas. 
C. C. Meacham, Albuquerque, N. M. 
Frank E. Mera, Santa Fe, N. M. 

R. W. Mendelson, Albuquerque, N. M. 
L. M. Miles, Albuquerque, N. M. 

H. A. Miller, Clovis, N. M. 

V. N. Minas, Las Vegas, N. M. 

C. A. Miller, Las Cruces, N. M. 
Charles F. Milligan, Clayton, N. M. 
N. T. Moore, Las Vegas, N. M. 

H. M. Mortimer, Las Vegas, N. M. 
Carl Mulky, Albuquerque, N. M. 

W. Muir, Las Vegas, N. M. 

. I. Nesbit, Espanola, N. M. 

. E. Presley, Clovis, N. M. 

. W. Raphael, Santa Fe. N. M. 

. W. Rife, Santa Fe, N. M. 

. J. L. Russell, Santa Fe, N. M. 

. GC. Scott, Temple, Texas. 

F, Self, Roy, N. M. 

ugene P. Simms, Alamogordo, N. M. 


VQHONM 


we > 
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Dr. . Steel, Hatch, N. M. 
Dr. . Stewart, Las Vegas, N. M. 
Dr. . Steele, Wagon Mound, N. M. 
Dr. _D. Swearingen, Roswell, N. M. 
Dr. . Thompson, Springer, N. M. 
Dr. rt F. Thompson, El Paso, Texas. 
Dr. John Vaughn, Amarillo, Texas. 
Dr. S. G. VonAlmen, El Paso, Texas. 
Dr. F. D. Vickers, Deming, N. M. 
Dr. W. W. Waite, El Paso, Texas. 
Dr. L. H. Wear, Denver, Colo. 
Dr. A. E. Winsett, Amarillo, Texas. 
Dr. J. P. Williams, Roswell, N. M. 
Dr. D. B. Williams, Santa Fee, N. M. 
Dr. William H. Woolston, Albuquerque, N. M. 
Dr. William H. Worthington, Roswell, N. M. 
Dr. M. K. Wylder, Albuquerque, N. M. 
It is regretted that the names of the visiting 
ladies are omitted, but through an oversight they 
were not registered. 


ARIZONA STATE MEDICAL 


ASSOCIATION PROCEEDINGS 
(Continued) 


REPORTS OF OFFICERS AND 
COMMITTEES 
Secretary’s Report 
The office of the secretary has busied itself 
with memberships, much correspondence, and 
during the Basic Science Referendum cam- 
paign, much time and effort was expended, in 
conjunction with our very able Committee on 
Public Welfare. That Committee is to be high- 
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ly commended for their tireless efforts. A 
passing comment may be made of the lack of 
moral and financial support on the part of a 
few of the outstanding practitioners in the 
state. 

As pointed out in the report of the Medical 
Defense Committee to the Council, the secre- 
tary wishes to call attention to the matter of 
continued protective insurance. Several let- 
ters have been received from physicians over 
the state, requesting ‘information regarding 
with whom they may secure insurance. 

Your secretary attended the Annual Con- 
ference of State Association Secretaries, in 
Chicago, in September, 1933. The proceedings 
of this meeting have been published in the 
Bulletin of the American Medical Association, 
although one phase, Medical Defense discus- 
sion, was omitted from the printed report on 
the ground that too much of it was of a confi- 
dential nature. 

The secretary would remind our members 
that the state and national associations are 
just as influential as its units—the county so- 
cieties—make them. Therefore, each county 
society should be alive to its active functions. 

All our county societies except Yuma are in 
good standing. The total membership on June 
first was 235. ; 

D. F. HARBRIDGE, Secretary. 


Report of the Treasurer 
GENERAL STATEMENT 


Total Receipts All Sources: 
Balance General Fund April 13, 1933 





Dues 1933-34, 322 members at $12. 50 


$ 1,611.32 
4,025.00 





Refund, Basic Science Committee. 





84.58 


Defense Fund, Balance in Savings Bank April 13, 1933 


Coupons and Interest. 
United States Bonds 


2,716.89 





Total Receipts All Sources 





Total Disbursements All Sources: 
From General Fund 





From Defense Fund, Savings Bank Account, check tax 


Total Disbursements All Sources. 


$23,437.79 


$ 2,137.74 
02 


2,137.76 





Total Balance All Funds 





1. General Fund: 
Balance in Bank of Arizona April 13, 1933 





322 members at $12.50 
Refund Basic Science Committee. 





May 28, 1934, from Defense Fund for Medical Defense expense 


$21,300.03 


$ 1,611.32 
---- 4,025.00 
84.58 
117.30 

$ 5,838.20 


Disbursements, Duly Authorized, Paid from General Fund 





St. Louis Button Co., badges 
Dr. George Truman, ‘Basie Science Committee 





C. E. Yount, Treasurer’s pe 


40.14 
100.11 
50.00 
60.00 





D. F, Harbridge, Secretary’s 


100.00 





Southwestern Medicine, (raneclior © 1933) 


Southwestern Medicine, 220 members at $2.00 (1933 Subs.)........ 


440.00 











310 


Dr. C. C. Craig, Basic Science Committee 
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12.00 





D. F. Harbridge, Basic Science Committee 


4.06 





James A. Walsh, Basic Science Committee 


150.00 





A. C. Taylor Printing Co., programs 





Martindell, Horne & Co., Treasurer’s bond 





33.92 
30.00 








A. C. Taylor Printing Co., stationery. 


22.25 





D. F. Harbridge, Secretary’s expense 


60.00 





Bank of Arizona, Safety Deposit Box 
A. Cruikshank, flowers 


3.30 
10.15 





George C. Truman, Basic Science’ Committee 


79.00 





D. F. Harbridge, Welfare Committee 





100.00 





D. F. Harbridge, Public Health League.. 





200.00 





Tucker & Morgan, Medical Defense 


8.00 





Donofrio Floral Co., flowers 


5.08 





5.11 





D. F. Harbridge, refund telegraph 


3.50 





A. C. Taylor Co., membership cards 


5.04 





R. J. Stroud, refund telegrams 


12.50 





Jas. J. Riordan, refund membership dues 


100.00 





Sloan, McKesson & Scott, 1933 retainer 


Southwestern Medicine, 235 members (1934 Subs.) -..0.2..2220002.22.-220cccccee-ececeeeeeeeeeeeeeeeeeees 


Dr. G. H. Fitzgerald, postage 


470.00 
3.00 





Martindell, Horne & Co., Treasurer’s bond 


30.00 





Defense Fund, 321* members 


1,926.00 





Check taxes, 29 checks 


4,063.74 





May 23, 1934, Balance in Bank of Arizona 
2. Defense Fund: 


Balance in Savings Bank April 13, 1933 





$ 1,774.46 








Interest, June 30, 1933.. 





December 31, 1933 





Coupons, U. S. Bods, June 21, 1933 





April 12, 1934.. 











From General Fund, 321* members at $6.00 








Bank of Arizona, Safety Deposit Box 
Tucker & Morgan, stenography 





Sloan, McKesson &Scott, 1933 retaimer...................e------eeeee--- 





One member, dues refunded 





Transferred to General Fund, May 23, 1934 
May 23, 1934, Balance in Yavapai County Savings Bank 

* Error in membership count, of one member, not discovered until after the transfer of funds. One 
member to be added to transfer to Defense Fund next year.* 


$ 4,642.89 




















EARNINGS OF DEFENSE FUND AND BONDS SINCE LAST REPORT: 


Boods, coupons June 21, 1933 





312.56 
312.44 





April 12, 1934 


34.19 





Savings Account, interest June 30, 1933 
Dec. 31, 1933 


35.52 
694.71 





UNPAID EXPENSE FOR 1934: 
Secretary’s Office expense 
Treasurer’s Office expense 
Stenographer Annual Meeting 0 


120.00 
50.00 
100.00 











Annual retainer, Sloan, McKesson and Scott.... 


RECOMMENDATIONS: 

Our paid-up membership for 1933-34 is 322, an 
apparent gain of 100 members. However, analyz- 
ing these figures, it is noted that 100 members fail- 
ed to pay their dues last -year until after the books 
were closed. There is no actual gain in member- 
ship. Your Treasurer recommends that dues be con- 
tinued and pro rated as last year $12.50. 

Our balance in the Medical Defense Savings Ac- 
count is $4,525.57. I recommend that we purchase 





ese 100.00 





$ 370.00 








$3,000.00 of United States bonds, the best obtain- 
able. 

This year we contributed to the Welfare Conm- 
mittee $645.17, of which $84.58 was returned. In 
view of the fact that this is a legislative year and 
we will likely be called upon to again contribute to 
the Welfare Committee, this item should be budget- 
ed. 

Cc. E. YOUNT, 
Treasurer. 
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Report of Medical Defense Committee 


Your Medical Defense Committee has the follow- 
ing report to submit for the year 1933-1934: 

Four cases in all, one set for trial, one waiting 
for trial date, one not entered, one tried which is of 
interest but not a malpractice case. 

Kendig vs. Victor Randolph, for recompense for 
a donor of blood. This case was not defended by the 
Medical Defense Committee for the reason that 
malpractice did not enter the situation. Yet, it is a 
matter of considerable importance to all practition- 
ers of medicine. It emphasizes the fact that, in the 
absence of a definite understanding, a physician 
who engages a donor of blood, a nurse, hospital ac- 
commodations, laboratory facilities, and so forth, 
is understood to be responsible for the hiring of 
such services and is, therefore, liable for their re- 
muneration. 

Gilbert vs. Dr. J. J. McLoone, amount $75,000, 
nasal operation, trial set for Nov. 13, 1934. 

Schiller vs. Dr. George Gooodrich. Fracture, date 
of trial not set. Instructed verdict for defendant 
since report was made.) 

Jerome vs. Dr. Thos. Woodman, threatened suit, 
attorney letter. Letter disregarded. To date no 
suit entered. 

Pavell vs. Sweek case is believed has been defi- 
nitely disposed of. 

During the past year all medical protective in- 
surance has been withdrawn from Arizona. Recent- 
ly a new company, “The Glens Falls Co.” has come 
into the field. They may continue, but if we are 
to use the experience of other companies as a guide 
they are likely to follow these companies and with- 
draw. 

The Medical Defense Committee has two com- 
ments to make: (1) In view of the precarious 
situation in the field of medical protective insurance 
for Arizona physicians, it seems to the committee 
that every physician should afford complete cooper- 
ation financially and by moral support so that our 
resources may be as strongly entrenched as pos- 
sible. 

(2) The advisability of establishing an indem- 
nity fund should be investigated and, if feasible, 
plans laid for such an undertaking. 

The financial report will be submitted by the 
treasurer. 

The following comment by the association’s coun- 
sel (Sloan, McKesson & Scott) is a part of this 
report: 

In looking through the various law reports, it 
would appear that Arizona has been freer the past 
years from malpractice cases than any other stat2 
in the Union. We can only attribute this to the vig- 
orous manner in which your Association has de- 
fended such cases in the past. It is an old maxim 
among attorneys that the best way to prevent new 
cases being filed is to have verdicts for the de- 
fendants in cases which are tried, and no small 
part of the success in past litigation as well as the 
comparative freedom from such suits at the pres- 
ent time has been due to the constructive perform- 


ance by your Association. 
Yours very truly, 
SLOAN, McKESSON & SCOTT. 
By Greig Scott. 


Report of the Committee on Medical 
Economics 


The Committee cn Medical Economics has no 
data applicable to Arizona more than elsewhere. 
The chairman appointed a few months ago, vice 
Dr. Watkins, who was unable to continue with the 
work, has since his appointment endeavored to di- 
gest a little cf the vast literature on the subject. 
The Committee believe that every physician in the 
state should be cognizant of the high spots of what 
is going cn elsewhere and of what is being said on 
the subject. 

Special problems exist in Arizona which should 
be investigated. To do this a permanent commit- 
tee should be named. This we recommend. We 
hold that in studying the question of changes in 
medicnl practice, inckuding the remuneration of 
physicians, the welfare of the patients and of the 
public is of first consideration. What is best for 
each patient and for all patients is best for the 
physicians. If it be discovered that there are phy- 
sicians whose incomes are inadequate, consideration 
should be given thereto. 

There are certain fundamentals to the problem. 
The cost of sickness is overwhelmingly great for a 
considerable portion of the population. Civilization 
uniformly holds that the hea'th of every individual 
is of public concern and responsibility, especially 
since the malady of one may be disseminated to 
others; and medical science should be available 
with all its advancements to those in any and all 
strata cf society and in the most inaccessible areas. 

It seems axiomatic that the general practition- 
er is the hub of the wheel especially in therapy and 
often in prevention of disease and in hygiene and 
sanitation; the consultants are the spokes to be fre- 
quently and easily contacted and used. 

There is an unmistakable demand that there be 
changes in the present general system of medical 
economics so that all persons, irrespective of fi- 
nancial status, may have such medical attention as 
is necessary to prevent preventable disease, to cure 
as speedily as possible all curable disease and to al- 
leviate to a maximum all non-curable disease. That 
there will be change is proven by the changes which 
have relatively recently taken place. Vast num- 
bers of the World War veterans, though handsome- 
ly pensioned and often financially independent, are 
given free medical care; schools have physicians; 
industries have surgeons, the Sheppard-Towner law 
has provided for work in the field of infant mor- 
tality; sanitation and the care of tuberculosis and 
insanity have long been government functions; in 
1931 seventy-three per cent of hospital beds were 
provided by government agencies. 

The demands for further changes are being voic- 
ed, in the main, by various sociologists, philanthro- 
pists and policitians. It is impossible to ascertain 
just how widespread is the demand. Whether any 
of the demands actually come from a medically 
neglected public or not is problematic. It is prob- 
able that the demands are being made by certain 
altruistic individuals who see that a portion of the 
public is not getting the medical attention which it 
should have and deserves, and by certain selfish 
individuals: who see the rich field for graft that 
might be developed by a system cf socialized medi- 
cine. 

The changes demanded do not have to do with 
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The Coming Southwestern 
Meeting 
November 22-24 


Dr. James J. Gorman, of El Paso, is the 
Chairman of the Program Committee for the 
Twentieth Annual Meeting and Clinical Con- 
ference of the Medical & Surgical Association 
of the Southwest. The details of the program 
will be announced in next month’s issue. The 
proposed plan for this year’s meeting will in- 
clude a half day’s discussion of economic ques- 
tions and other matters outside of the con- 
sideration of purely medical and _ surgical 
problems... Outstanding leaders in the pro- 
fession, who have given time and study to 
these problems will be asked to present their 
ideas. 

The clinical program will be featured; they 
will be essentially teaching clinics with emin- 
ent clinicians and surgeons cooperating with 
the members of the El Paso County Medical 
Society to work out problems on cases which 
wll be demonstrated. 

The program will not be over-crowded with 
papers, and those presented will be selected 
so that they will integrate with the whole 
program. 





Watch for the October Journal 
After many months of preparation the 
special issue of this journal dedicated to North- 


ern Mexico will appear next month. It will 
carry its leading article in Spanish with a 
parallel English translation. The author is a 
prominent surgeon of Guadalajara. Most of the 


remaining material will be by Americans who 
are practicing in Mexico. The journal will be 
distributed to all the practitioners of the north- 
ern states of Mexico, namely, Sonora, Chihua- 
hua, Coahuila, Durango and Sinaloa. 

This October issue frankly aims to present 
the claims of the Medical & Surgical Associa- 
tion of the Southwest to all the practitioners 
of this geographical district, in an effort to 
further the re-organization movement of that 
society. It will carry the program of the El 
Paso meeting of the Association which will be 
he'd Nov. 22, 23 and 24. 

Watch for it! 





The Industrial Relations 
Committee of the Arizona 
Medical Association 

One of the highly constructive actions of 
the last convention of the Arizona State Medi- 
cal Association was the appointment of a Com- 
mittee on Industrial Relations. This was done 
in response to an invitation from the Arizona 
Industrial Commission, as set forth in the re- 
solution printed elsewhere in this issue. 

This Committee has already organized and 
is actively at work, with regular monthly 
meetings. Out of their first meeting came a 
revision of the fee schedule of the Commis- 
sion, placing the fees back on the old 1932 
basis. An increasing number and variety of 
problems are being referred to this committee 
and their work will certainly grow in import- 
ance as they become familiar with all phases 
of Workmen’s Compensation. The Commis- 





oO sts 4 fF Mh © -«§* TA 


SEPTEMBER, 1934 


sion has shown every disposition to listen to 
their advice on medical problems, both general 
and specific. The Committee, at present, con- 
sists of two surgeons of mining corporations, 
one orthopedic surgeon in private practice, 
one general surgeon in private practice, with 
the president of the Association who is also a 
general surgeon in private practice. 

With the renomination of Governor Moeur, 
and the almost certainty of his election, there 
will probably be no change in the personnel 
or policy of the Industrial Commission during 
the next two years, which should allow op- 
portunity for this Committee to demonstrate 
its usefulness. 

The Industrial Commission will publish a 
monthly Bulletin with a medical section, giv- 
ing the proceedings of this Committee and 
other important and interesting matters from 
the medical side of Workmen’s Compensation. 





Governor Moeur Will Continue 

The nomination of Governor Moeur for a 
second term almost certainly means his elec- 
tion,—zs it is hard.to imagine a political up- 
heaval of sufficient magnitude to bring a Re- 
publican victory in Arizona this year. We be- 
lieve thoroughly in the doctor’s honest and 
earnest desire to improve conditions in Ari- 
zona,—and we believe these qualities will 
manifest themselves with increasing force dur- 
ing his second term as governor. If mistakes 
have been made during the past two years, 
we believe they were mistakes of judgment 
which any man holding a high public office 
for the first time is bound to make. If there 
has been graft and extravagance we do not 
believe it has been with Governor Moeur’s 
knowledge and consent, and these will tend to 
disappear as increasing experience brings to 
him a familiarity with the intricacies of poli- 
tics, for the outstanding quality of the gover- 
nor is fearlessness and a determination to 
“hew to the line and let the chips fall wher 
they may.” 





What’s Wrong With the 
Chesterfield Ad 
One of our observant readers has called at- 
tention to the probability that the fabricator of 
the Chesterfield ad of last month evidently 
never knew the joy of driving his best girl 
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“down a shady lane” in a horse and buggy, 
and to those of us who have experienced that 
pleasure in days long past, his objections are 
valid. 

The editor would like to say, in passing, for 
his personal vindication, that the advertising 
pages of the journal are under different man- 
agement from the editorial section. If the 
editor could follow his own preference in the 
matter, he would not advertise tobacco in a 
medical journal. However, he would like to 
pay his compliments to the young lady of this 
picture; that part of the illustration IS true 
to life. The young ladies of his courtship days 
never would have thought of smoking cigar- 
ettes. It is only in these latter days of fast 
living and loose thinking that the female of 
the species has developed a yen to “smell like 
a man,” dress like a man, cuss like a man and 
adopt the male low standard of behavior. We 
salute the young lady with the parasol and 
her sentiment,—but not the buggy! 

Our critic calls attention to the fact that this 
vehicle lacks the necessary step to get into the 
contraption, and the very essential socket with 
its steed accelerator without which the swain 
of thirty years ago would not venture far. 
Also, even though this couple have “parked” 
in the approved fashion of that day, the lines 
do not show the orthodox knot and are dang- 
ling in a manner which would make any man 
over fifty years old give a shudder of protest. 
Otherwise, the ad is O. K. 





The Naturopathic Referendum 

Appearances would seem to indicate that 
the naturopaths and chiropractors will take 
turns trying to burrow through the public 
health ramparts of the various states, in an 
effort to break these down and let in a flood 
of quacks who will have been made “doctors” 
by law. This year it is the naturopaths who 
will make the effort,—and should they suc- 
ceed, all quacks will come in through that 
breach. It is only necessary to read the refer- 
endum which will go on the November ballots 
in Arizona, California and other states to vision 
what would happen, should the voters be so 
blind as to approve this measure. 

In spite of the fact that the Basic Science 
Bill was passed by the legislature and ap- 
proved by popular vote in Arizona, another 
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referendum which will entirely nullify that 
law has been placed on the ballot. This will 
be the procedure through the years, since the 
“chiro-quacks” and the “natural paths” have 
everything to gain and nothing to lose in their 
perennial effort to break down our public 
health laws. The public pays for their efforts; 
if they win the public loses; if they lose this 
time, they start in to get ready for the next 
‘ election. Like the boy who walked down the 
street getting his dollar changed into dimes 
and back; the public will some day be asleep 
and make the mistake of passing the referen- 
dum. Medical quacks can only thrive where 
the people are ignorant or indifferent. 





The West Welcomes Warnshuis 

For those provincials of the Atlantic Coast 
who look upon Pittsburgh and _ Rochester, 
as “out west” it will perhaps sound strange 
to hear that Warnshuis of Michigan will be 
moving to the west soon. However, since 
Detroit is twice as far from San Francisco as it 
is from New York, for the Pacific Coast resi- 
dent it is decidedly “east.” It is no doubt 
true that the whole medical profession “sat up 
and took notice,” when the announcement 
went out that the California State Medical 
Association had induced Dr. Warnshuis to ac- 
cept the post of Secretary-Treasurer, vacated 
by the resignation of Dr. Emma Pope. There 
is probably no State Association where a Sec- 
retary-Treasurer can be kept busier than in 
California. The profession of that state has to 
meet more concerted, vicious and highly or- 
ganized attacks than any other part of the 
country,—not even excepting Illinois. Under 
Dr. Pope, the profession of that state has been 
welded into an harmonious unit, so that Dr. 
Warnshuis’s work will not be one of rebuild- 
ing from within, but the important task of 
leadership in defensive and offensive warfare 
with the multifarious cults and thousand and 
one ”isms,” with which the state is infested. 

Knowing Dr. Warnshuis’ abilities and 
achievements in many positions of responsi- 
bility and having watched him in action in the 
House of Delegates and in the Annual Secre- 
taries’ Conferences, we know that an interest- 
ing time is in store for all concerned. 

We join the Pacific Coast in welcoming to 
his new field of labours “out west,” Dr. Fred- 
erick Warnshuis of Michigan. 


SOUTHWESTERN MEDICINE 


ARIZONA STATE MEDICAL 
ASSOCIATION PROCEEDINGS 


(Continued from page 311) 


the kind of medical attention attainable; for so 
far as I have read, there is no demand that quacks 
and others now making a “racket” of the healing 
art be eliminated, but the demands simply refer to 
the method of remuneration for medical attention. 
Group payment instead of individual payment of 
physicians seems to be the essence of what is de- 
manded. , 
Physicians would probably have no objection to, 
in fact would certainly welcome, such a change if 
there could be an assurance that there would be no 
abuses of the public or of the profession. ; 
Those who argue loudly, and often sarcastically 
for a change, say: Even in prosperous times many 
hundreds of thousands needing medical attention 
do not have it; millions need dental work and do 
not get it; less than seven per cent of our popula- 
tion have even partial physical examinations cach 
year; the shocking conditions disclosed by the ex- 
aminations of the drafted men for the World War 
prove that universal examinations and advice based 
thereon are needed; less than five per cent of the 
poyfulation are immunized agairlst diseases that 
may be successfully inoculated against; those who 
have the most illness are the least able to pay; not- 
withstanding that thousands of cases of home ill- 
ness would do better if hospitalized, only one of 
three of the beds in private hospitals has been reg- 
ularly occupied; illness is unpredictable; it comes 
often as a calamity; a family with nothing or next 
to nothing in the budget or in reserve may have a 
child, or perhaps the wage earner, desperately ill 
for months or even years; an insurance fund 
should pay for the proper care for such calamitous 
illnesses, just as an insurance fund may pay for 
the loss of the wage earner in case of his death or 
for the loss of a Husiness in case of a fire, cyclone 
or other terrible unpredictable accident; reform 
comes often from without; economists rather than 
bankers had to write and push through the Fed- 
eral Reserve Banking system, for bankers were 
the last to act, and now the bankers could not be 
persuaded to do without the system; thus it has 
been with numerous groups; the legal profession 
will have to have outside help to get the changes 
needed in the practice of jurisprudence; the medi- 
cal profession is in the same boat, but the changes 
must come; when they have come, the medical pro- 
fession will never be persuaded to go back to the 
present archaic system; a large portion of the med- 
ical men are not being adequately remunerated and 
the proper change would rectify this; the medical 
men have the erroneous attitude that none but med- 
ical men should have any say as to the changes 
that may come, whereas the paying public should 
have the say about the paying; the medical pro- 
fession has sufficient to do to see that the highest 
grade of scientific medicine is practiced; in the 
countries where the change to group payment in 
place of individual compensation has actually been 
brought about, not one doctor in a thousand wish- 
es to go back to a former system; a large amount 
of medical work has already been appropriated by 
the state or by the nation (73% of the hospital beds 
in 1931 in the U. S. were supplied by public funds) ; 
the acquisition of medical work by our governments 
so far was chiefly without definite planning on the 
part of the medical profession; the steps from now 
should at least be guided by organized medicine; 
any other program is fatal or at least dangerous; 
the arguments used against State medicine by its 
opponents are weak; the American Medical Associ- 
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ation is unduly antagonistic; these and other state- 
ments are being made by those who favor changes 
in our medical economics—to insurance, savings, 
socialized medicine, state medicine, or what not. 

The opponents to so-called state medicine and to 
steps in that direction say: 


Going further than the present set-up means 
eventually complete socialization of medical pote. 
tice; if the we aT have to pay the medical bills of 
the poor they will demand to have rates commen- 
surate with those given the poor and this may best 
result from state medicine for all classes; politics 
will enter into the administration of the funds and 
will have markedly untoward influence upon the 
actual treatment of disease; physicians will be un- 
able to be free agents in directing the treatment of 
cases; the sums paid medical men will be squeezed 
so that there may be more for politicians; corrup- 
tion in the handling of the vast sums is certain to 
prevail; free choice of physicians will be done away 
with; competing organizations will solicit for pa- 


tients and will carry on other practices, from the. 


standpoint of public welfare, highly unethical and 
altogether undesirable; there is likely to be a lack 
of interest and hence a deterioration in the type 
of medical work performed; patients will suspect 
physicians of being shiftless and careless; marked 
disturbance of that necessary cordial, understand- 
ing relationship between patient and physician is 
certain to result; staff members and “outside” 
physicians will be in constant conflict; the dignity 
and individuality of the physician will be harmful- 
ly affected; the insuring organizations will control 
the medical profession and will reduce them. to 
positions of employees managed and directed by the 
insuring companies; unwarranted demands for med- 
ical attention and for hospitalization will be com- 
mon; physicians will be over-suspicious of ulterior 
motives in their patients; the schemes already :pro- 
posed do not take into consideration the care of 
epidemics, chronic illnesses and the incapacities of 
advanced years; there will be a general disorgani- 
zation of organized medicine and frustration .of 
general plans for improving medical practice and 
scientific medicine in general; a change comes in 
the psychology of patients because so much atten- 
tion is given to sickness that every little indispo- 
sition, which even those in the best of health have 
and which are the worse for treatment, will be 
magnified into something worth a visit to the physi- 
cian; because patients become unduly suspicious of 
the physicians there is danger that cultists and 
quacks in general will thrive all the more than at 
present and cost the public all the’ more; this has 
actually happened in certain lands; under certain 
systems physicians are forced to do detective and 
other police duty; physician control of the insur- 
ing organization is possible but improbable; the 
International Labor Organization is a powerful 
propagandist for compulsory sickness insurance; 
when compulsory sickness insurance is Once a going 
concern, no matter how miserable its administra- 
tion and results, political rings will have such con- 
trol that a repeal of it will be next to impossible ; 
morbidity risks vary so greatly that morbidity ta- 
bles on which to predict the costs of treatments are 
impossible to construct; the variations are due so 
often to the effects of economic and industria] sit- 
uations and changes upon the emotions and desires 
of the insured rather than to recognized. pathologic 
changes; mortality rates have not been reduced by 
insurance schemes in any land.” 

The concluding paragraph of the April, 1934, 
American Medical Association Bulletin on “A Crit- 
= Analysis of Sickness Insurance” reads as fol- 
OWS: 

“All this does not prove that there is no need for 
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appropriate arrangements to assist low income 
classes in meeting the unequal burden of medical 
care, but the facts cited do seem to justify the con- 
clusion that all schemes developed by laymen from 
patterns formed by an industrial and commercial 
environment have made small contributions to the 
solution of that problem. Whatever progress has 
been made toward a solution has been made through 
the efforts of professional associations and gen- 
erally through a bitter fight with lay adminis- 
trators.” ‘ 4 

‘A study of the literature on the subject of sick- 
ness insurance leads one to several conclusions, 
to-wit: There is not the dire need in this country 
for illness insurance as has existed in other na- 
tions, because the people jin the iowest income 
groups have medical attention far superior to that 
of the lower classes in the countries where and 
when. insurance schemes were inaugurated; never- 
theless, the medical attention given a considerable 
part: of our population is far from ideal, or the 
burden of payment falls too heavily either on them 
or on the physicians who are often left holding 
sacks for a large medical bill; notwithstanding the 
fact that illness.is not predictable in either type or 
amount, it often strikes with catastrophic serious- 
ness and it would seem that families deserve to 
have their burden shared as is done in ordinary 
insurance against other and often less serious ca- 
tastrophics; it would seem also that some sort of 
scheme could be worked out that would be prac- 
tical; whatever the pian, organized medicine must 
have every consideration in its management; physi- 
cians must not be placed in the position of being 
mere hirelings of lay organizations; patients must 
have free choice of physicians—except where too 
great hardship is worked upon the remuneration 
funds or upon physicians; probably it would be 
wise to make the patients pay a certain proportion 
of the charges they engender for services and also 
for drugs and other supplies; it would seem that a 
definite limitation must be set on the income group 
which is insurable; beyond a certain income the 
insurance should not be available; below this in- 
come the insurance should be compulsory; sickness 
and accident indemnity must in no wise be asso- 
ciated with the scheme of illness insurance. 

One question has been suggested: Were all our 
people paid adequate wages, and assured of regu- 
lar work, would not the problem of paying for sick- 
ness have a near solution without the dangerous 
irreversible step of compulsory sickness insurance? 


ORVILLE HARRY BROWN, Chairman. 


Report of the National Legislative 
Committeeman 

During the past year several items of national 
legislation have. been presented before the Con- 
gress which affect physicians materially. 

For several years the Committee of Jurispru- 
dence of the American Medical Association has been 
opposed to any birth control legislation. Opposition 
of other elements of Congress to this type of legis- 
lation sponsored by Margaret Sanger has always 
joned hands with the group representng the A. M. 
A. and it has heretofore been kept in committee. 
This past year, however, the bill has been brought 
out of committee and will, therefore, go through the 
iregular channels and the opposition ‘will have to 
come from individual members of both houses. The 
proponents of ‘this legislation are very active in 
seeking support of friends, to urge them to write 
or telegraph their senators and representatives. 
That part of the profession that agrees with the 
American Medical Association should be appraised 
of these facts and act accordingly. 
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All of the benefits that were taken away from 
veterans by the president’s Economy Act of last 
year have been restored by the Steiwer-McCarren 
bill which passed both houses, was vetoed by the 
president and then passed over his head. In my 
last report, I told of the effect of the president’s 
Economy Act in caring only for veterans whose 
disabilities were clearly service connected, and some 
of the legitimate patients found their way back to 
medical offices. However, pressure of veterans be- 
came increasingly persistent in an election year. 
The gist of the thing is that votes count more than 
justice in the minds of legislators. In this connee- 
tion, on the advice of Dr. E. H. Cary, chairman of 
the Committee on National Legislation, the follow- 
ing telegrams were sent to our three representa- 
tives in congress as well as the speaker of the 
house. 

“HB bill sixty six sixty three up for consideration 
today stop. Adequate hospitalization now available 
to veterans, stop. The president has indicated veto 
unless senate amendment is rejected, stop. Please 
use every effort to reject such amendment. (Sign- 
ed) R. J. Stroud, chairman, National Legislative 
Committee, Arizona State Medical Association. 

A telegraphic answer was received from Senator 
Ashurst, and a letter from the Speaker, The Hon. 
Henry T. Rainey, which are attached to this re- 


port. 

As predicted in the telegram the President did 
veto this, but the legislation went through. 

It is my recommendation that the Congress be ask- 
ed to make provision to have local physicians and 
surgeons take care of veterans and pay the veteran 
a sufficient amount to care for this fee, or pay small 
fees directly to physicians. I believe the president 
has this in mind. With the expansion of hospitals 
possible under the present set up of men being em- 
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ployed, it means more spread of “State” or “Fed- 
eral” medicine as time goes by. Veterans’ Admin- 
istrator, Frank T. Hines, is sympathetic with the 
physicians, and in regponse to Senator Hayden 
gave me assurance in December that the president 
would veto such legislation and thought such legis- 
lation was in check. The correspondence is attached. 

The American Medical Association will not have 
to sign or make a code but has determined to live 
up to the recommendation of the NRA. 

The Federal Emergency Relief Administration in 
some cases has offered inadequate fees, but the 
profession as a whole have made no complaint as 
the cooperation of all is needed and money for 
food and shelter must come first. “Organized medi- 
cine has a good deal to be thankful for in that its 
members cooperated to help along the needy. 

The relief afforded medically to the needy un- 
der the Federal Emergency relief is not now aban- 
doned, contrary to general belief. 

Under Federal Civil Works Administration every 
employee became an employee of the Federal gov- 
ernment, and provision was made for disabling in- 
jury and death accordingly. Only traumatic injury 
while in the performance of duty is dealt with 
in this fashion, and paid for by the government on 
forms supplied for the purpose. 

When first the Act became operative, some 4,000 
physicians were designated to care for the sick and 
injured, but the A.M.A. got together with the Com- 
mission so as_ to have adequate help afforded 
to those who were injured or sick, and so all mem- 
bers were to be given an equal opportunity to care 
for this type of practice. The situation is now be- 
coming one of diminishing importance as other 
methods have come into play. 

Federal control of liquor has been abandoned as 
far as the medical man is concerned and has now 
been passed back to the various states. 

A bill S. 2660 to regulate broadcasting in the 
United States of material originating in a foreign 
country has passed the Senate. It has been favor- 
ably reported in the House and is on the calendar. 
It will do a lot to prevent quackery in radio broad- 
casting. 

In closing, I wish to point out that a hospital has 
been erected by Federal funds in Maricopa county, 
which iif made into a Veteran’s Hospital will add 
further to the number of beds available, and of 
which there have been adequate in the past. 


R. J. STROUD, 
Chairman, Committeee on National Legislation. 


Report of the Cancer Committee 


As chairman of the Cancer Committee of the 
Arizona State Medical Association, wish to report 
upon cur activities during the past year. 

Immediately after the appointment of the com- 
mittee I requested all of my committeemen to put 
on an active campaign through the medical pro- 
fession, getting all doctors in their districts to 
make special examinations of the breast in order 
to detect early and curable cancer, and asked that 
they ‘use transillumination as an aid in the exam- 
nation. 

I called a meeting of the committee which was 
held in Phoenix, September 9th. Dr. R. D. Kennedy, 
Dr. C. S. Kibler, and Dr. W. W. Watkins attend- 
ed. At this meeting the importance of an active 
campaign was stressed, and the committeemen were 
requested to carry on an educational campaign to 
the laity, the Civic Clubs, Women’s Clubs and the 
Parent-Teachers’ Associations. 

‘The Maricopa County Medical Society and the 
Pima County Medical Society both approved the 
formation of cancer clinics in their jurisdiction. 
Cancer clinics have been formed and are operating 
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successfully in Phoenix, Tucson and Prescott. 

In Gila county all the cancer cases are sent to the 
Gila County Hospital and are seen and discussed 
by the staff, including practically all the practicing 
physicians in that county. - 

During the Sectional Meeting of the American 
College of Surgeons held in Phoenix, March 16th 
and 17th a Cancer Clinic was held in the Nurses’ 
Home of St. Joseph’s Hospital, which drew an in- 
terested audience of doctors and nurses. Twenty- 
two cases of various types of malignancies were 
demonstrated, in all but two, the patients them- 
selves being present. The patients were arranged in 
groups according to the type of malignancy they 
represented but were presented singly. A brief sum- 
mary of each history was read by a member of the 
local Cancer Clinic. When practical the lesion was 
exhibited and examination allowed. Following this, 
in each case Dr. Greenough discussed the ne 
possibilities, and the indications and contraindica- 
tions for treatment of them. The cases represented 
malignancies of the bladder, testis, prostate, femur, 
maxilla, tibia, jaw, tongue, face, eye, lip, uterus, 
cervix, breast, ovary, and skin. There were papil- 
lary carcinoma, teratomas, embroyonal carcinomas, 
sarcomas, epithe’iomas, etc. There were treated, un- 
treated, early, moderately advanced, advanced, hope- 
less, and cured cases. 

I feel that our committee as a whole has accom- 
plished very satisfactory results. I recommend that 
Dr. Harlan P. Mills, who is Chairman of the Cancer 
Committee of St. Joseph’s Hospital at Phoenix, be 
appointed on the committee in Dr. Watkins’ place. 


E. PAYNE PALMER, Chairman. 


Resolution Regarding Industrial Relations 
Committee 

BELIEVING the medical care and physical 
restoration of workmen injured in the course of 
employment to be the essential, underlying prin- 
aiple of workmen’s compensation, and that the 
physical and functional evaluation of temporary 
and permanent disabilities of injured workmen can 
be adequately determined only by members of the 
medical profession; and further 

BELIEVING that the responsibility for such 
medical care and restoration of injured workmen, 
together with the physical and functional evalua- 
tions of their injuries, rests squarely upon the 
shculders of the medical profession of the state: 
end further 

BELIEVING that by means of an active and 
close co-operation of the State Medical Association 
with the Arizona Industrial Commission, the intents 
and purposes of workmen’s compensation can be 
carried out more efficiently and more economically 
end more harmoniously; therefore, be it 

RESOLVED by the Arizona State Medical As- 
sociation that a permanent Industrial Relations 
Committee of five of its members be established; 
that said Committee be known as the Industrial 
Relations Committee of the Arizona State Medical 
Association; that the President of the State Medi- 
eal Association each year automatically becomes 
a member and chairman of this Committee and 
that the o*her four members of said Committee be 
appointed by the President of the State Medical 
Association within a period of thirty days follow- 
ing the adop*ion of this resolution, and that said 
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members. so appointed serve for a period of one 
year or until their successors have been appointed; 
that said Committee be representative of the medi- 
eal profession of the state, and he fully authorized 
to represent the membership of the State Medical 
Association in all questions and decisions relative 
to medical relations under workmen’s compensa- 
tion; that said Committee be further authorized to 
form its own organization and regulations, and be 
further authorized to enter into any arrangements 
er agreements with the Industrial Commission of 
Arizona, which, in the judgment of said Commit- 
tee, may aid in carrying out its purposes; that 
said Committee keep a record of its activities and 
make annual reports to the Arizona State Medica) 
Association; and be it further 

RESOLVED, that the Arizona State Medical As- 
sociation, thrcugh its Secretary, extend greetings to 
the Arizona Industrial Commissicn, enclosing a 
copy of this resolution, together with the names of 
the members of the Commi'tee so.appointed, and 
further to advise the Industrial Commission of the 
desire of the physicians and surgeons of the state 
to co-operate with said Commission insofar as their 
special knowledge and experience may be of value 
to the Commission in administering the Workmen’: 
Compensation Law. 
(Proceedings to be concluded next month) _ 
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SOUTHWESTERN MEDICINE 


NEWS ITEMS 
(Maricopa County, Arizona) 


DR. FRED G. HOLMES, of Phoenix, who has 
been convalescing during the past six months from 
a rather sudden attack of tuberculosis, has spent 
the time preparing the manuscript for a book on 
“Tuberculosis.” This book is for the patient and 
is expected to serve the purpose of giving the tu- 
berculous individual an outline of the methods of 
treating ‘his disease and instructions for hygienic 
living. Its issue from the press will be watched for 
with great interest. 


DR. LOUIS B, BALDWIN, of Phoenix, has moved 
to Tucson where he will be affiliated with the 
Desert Sanatorium. He will take up the work left 
vacant by Dr. Paul Holbrook who has entered pri- 
vate practice in the city of Tucson. 


DR. GUY C. FRENCH, of Phoenix, announces 
the removal of his office from the Grunow Memor- 
ial to the Professional Building. His practice will 
give special attention to General Surgery. 


DR. W. P. SHERRILL, of Phoenix, has moved 
his offices from his residence to the Professional 
Building; he will occupy the suite vacated by the 
removal of Dr. Baldwin. Dr. Sherrill practices the 
spécialty of Pediatrics. 


DR. FRANK J. MILLOY, of Phoenix, during the 
summer had an office in Los Angeles, with regular 
office hours four days a week. By thus attending 
to the needs of his own patients who were visiting 
on the coast, and chiseling a little off the natives, 
he and his family enjoyed a vacation without ex- 
pense. Yes, he is licensed in California. 
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